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For many years the xanthoma group of dermatoses has evoked much 
discussion. The striking yellow color of the lesions, their wide and varied 


distribution, their undiscovered causation and their unusual microscopic 


picture have led to much research and theorization. The early studies 


and reports were made almost exclusively by dermatologists. The dis- 
turbances of lipoid metabolism, however, known as “the primary gen- 
eralized xanthomatoses,” have almost completely escaped observation. 
This is probably because the skin is only one of many organs which may 
be involved and because the diseases comprising the group occur pre- 
dominantly in children. Three of the 4 cases to be reported are of 
particular interest because there were unusual cutaneous as well as 
visceral lesions. 
Ormsby ' stated: 


The present consensus of opinion, justified by the findings, is that the xanthomas 
are three distinct disorders; first, xanthoma tuberosum multiplex, a neoplastic 
disorder; second, xanthelasma, a degenerative process; third, xanthoma dia- 


beticorum, a form associated with glycosuria. 

Read at the Sixty-First Annual Meeting of the American Dermatological 
\ssociation, Inc., Del Monte, Calif., June 9, 1938. 

From the Department of Dermatology, Washington University School of 
Medicine; the Barnard Free Skin and Cancer Hospital, service of Dr. M. F. 
Engman Sr., and the Department of Pathology, Washington University School of 
Medicine. 

1, Ormsby, O. S.: Diseases of the Skin, ed. 5, Philadelphia, Lea & Febiger, 
1937, pp. 678-688. 
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The same classification, which is contained in the textbooks of Robin- 
son * and Sutton and Sutton,* does not include the disturbances of fat 
metabolism known as Schitller-Christian disease, Niemann-Pick disease 
and Gaucher’s disease. Textbooks on pediatrics and articles in roentgen- 
ologic, pediatric and pathologic journals have contained other classifica- 
tions attempting to include the disturbances of fat metabolism in one 
group. If all derangements of lipoid metabolism are to be included in 


one class, the term xanthoma, meaning a yellow tumor, fails to suggest 


the factor common to the group. Chester and Kugel * proposed for the 
entire group the name “lipoidgranulomatosis,” while Rowland °* offered 
“lipidreticuloendotheliosis” as a suitable term. Gaines 


commented: 
“The word lipoidosis is not only expressive of the etiology, but is 
inclusive enough to cover the chaotic theories concerning the metabolic 
disturbances and the histopathology involved.” If all the disturbances 
of fat metabolism are to be included in one group, the most applicable 
term for that group would seem to be lipoidosis, which Andrews‘ has 
adopted. 

It is not the purpose of this paper to discuss the reasons for the 
abnormal deposits of lipoids in the tissues in lipoidosis. The numerous 
varied etiologic theories propounded in the past have been enumerated 
and discussed in the papers of Rowland,* Urbach,’® Gruenfeld and See- 
lig,*° Montgomery and Osterberg ** and Schaaf.’? 

Urbach ® has given a comprehensive classification of the varieties of 
lipoidosis based on clinical, morphologic and histochemical criteria. Row- 
2. Robinson, H. M.: The Commoner Skin Diseases, Chelsea Publishing Co., 
1937, pp. 186-187. 

3. Sutton, R. L., and Sutton, R. L., Jr.: Diseases of the Skin, ed. 9, St. Louis, 
C. V. Mosby Company, 1935, pp. 677-691. 

4. Chester, W., and Kugel, V. H.: Lipoidgranulomatosis (Type Hand- 
Schiiller-Christian) : Report of a Case, Arch. Path. 14:595 (Nov.) 1932. 

5. Rowland, R. S., in Brennemann, J.: Practice of Pediatrics, Hagerstown, 
Md., W. F. Prior Company, Inc., 1937, vol. 3, chap. 23, pp. 15-84. 

6. Gaines, M. T.: Xanthomatosis, with Report of Case, South. M. J. 26:489 
(June) 1933. 

7. Andrews, G. C.: Diseases of the Skin, ed. 2, Philadelphia, W. B. Saunders 
Company, 1938, pp. 630-638. 

8. Rowland, R. S.: Xanthomatosis and the Reticulo-Endothelial System, 
Arch. Int. Med. 42:611 (Nov.) 1928. 

9. Urbach, E.: Ueber Lipoidosen mit cutanen Erscheinungen, Klin. Wchnschr. 
13:577 (April 21) 1934. 

10. Gruenfeld, G., and Seelig, M. G.: The Nature of So-Called Xanthoma, 
Arch. Path. 17:546 (April) 1934. 

. Montgomery, H., and Osterberg, A. E.: Xanthomatosis, Arch. Dermat. & 

. 37:375 (March) 1938. 

. Schaaf, F.: On the Experimental Production of Xanthomas in Laboratory 
Animals, J. Invest. Dermat. 1:11 (Feb.) 1938. 
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|° has given a similar but less extensive classification dealing only 
th the so-called primary or idiopathic disturbances of lipid metabolism : 


pathic, or Primary, Disturbances of Lipid Metabolism with Characteristic 
Clinical and Anatomic Expression 
Idiopathic Lipidoses or Lipid Reticulo-Endothelioses 
I. Idiopathic xanthomatosis characterized by abnormal deposits of fat and 
lipids normally found in the body fluids and tissues. 

a. Chronic idiopathic xanthomatoses—-Hand-Schiiller-Christian syndrome 
and less regular types (visceral, skin, mucous membrane and tendon 
sheath varieties ). 

b. Acute idiopathic xanthomatoses—Niemann-Pick disease. 

II. Gaucher’s disease characterized by deposits of a complex lipid not found in 
the normal body fluids. 

a. Chronic Gaucher’s disease. 

b. Acute Gaucher’s disease. 


Group I is typified by an abnormal deposit of cholesterol, cholesterol 


ester and phosphatides, which are lipids normally present in the tissues. 
In group II there is a deposit of kerasin, a complex lipid not found in 
normal body fluids. 

Rowland subdivided the chronic form of his group I into the regular 
and less regular types. Of the former, known as Hand-Schuller-Chris- 
tian disease, there are, he concluded, roughly three types; the childhood 
form, in which death often occurs between the ages of 2 and 4 years; 
the more protracted form, in which the patient may live to the second or 
third decade, and the adult, or still more protracted, form. His irregular 
types of the disease would include, among others, xanthoma tuberosum 


multiplex, xanthoma diabeticorum and xanthelasma. 


SCHULLER-CHRISTIAN DISEASE 

Schuller-Christian disease, or chronic idiopathic lipoidosis, is a chronic 
constitutional disorder characterized by the deposition in the tissue of 
various lipoid substances, chiefly cholesterol and the cholesterol esters. 

Hand ** in 1893 described the case of a 3 year old boy with polyuria 
and exophthalmos as an instance of “polyuria and_ tuberculosis.” 
Necropsy showed an enlarged spleen, gray nodules in the liver and 
yellow nodules in defects of the skull. The pathologist diagnosed the 
condition as tuberculosis, but Hand concluded that it was neither tuber- 
culosis nor syphilis. Kay ‘* reported a case of similar involvement in 


13. Hand, A.: Polyuria and Tuberculosis, Arch. Pediat. 10:673 (Aug.) 1893. 
14. Kay, T. W.: Acquired Hydrocephalus with Atrophic Bone Changes, 
Exophthalmos, and Polyuria, Pennsylvania M. J. 9:520 (April) 1906. 
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1906. In 1915 Schiller *® described 2 cases of a condition called “g 
peculiar syndrome of dyspituitarism” and attributed it to a tumor at 
the base of the brain. Christian *® in 1919, in reporting the case of a 
girl aged 5 years, first called attention to the syndrome of exophthalmos, 
diabetes insipidus and defects in membranous bones. Rowland * in 1928 
collected from the literature 12 cases of the same symptom complex, 
added 2 cases of his own and labeled the syndrome Schuller-Christian 
disease. Additional reports and reviews have been published from time 
to time. In 1931 Henschen ‘* reviewed and classified the reported cases, 
adding several of his own. Chester and Kugel * reviewed the literature 
and reported the case of an adult which came to autopsy. At that 
time there were in the literature reports of only 12 autopsies, including 
that reported by Chester and Kugel.*| Three of the cases in which 
autopsy was done, those of Weidman and Freeman,'* Herzenberg,’® and 
Ighenti,”° are of special interest because of the occurrence of extensive 
cutaneous lesions. In 1933 Merritt and Paige ** reviewed the literature 
and reported a case with autopsy observations, in which many of the 
lesions, including those of the skin, spleen, lymph nodes and thymus 
gland, resembled those to be described in our cases. 

The cause of the disease is unknown. It is predominantly a disease 
of childhood ; Chester and Kugel * found that 33 of 50 patients were in 
the first decade of life and that 50 per cent were children less than 5 
years old. The oldest patient was 55. They also found males to be 
affected more often than females, in the ratio of 2 to 1, but Rowland‘ 
stated that the proportion is 3 males to 2 females, and Fasold ** found no 
sex preponderance. The disease occurs in both white persons and 
Negroes, and Jews are often afflicted. There is no climatic or geographic 


15. Schiller, A.: Ueber eigenartige Schadeldefekte im Jugendalter, Fortschr. 
a. d. Geb. d. Rontgenstrahlen 23:12 (May) 1915. 

16. Christian, H. A.: Defects in Membranous Bones, Exophthalmos and 
Diabetes Insipidus, in Contributions to Medical and Biological Research, Dedicated 
to Sir William Osler, New York, Paul B. Hoeber, 1919, vol. 1, p. 390. 

17. Henschen, F.: Ueber Christian Syndrom und dessen Beziehungen zur 
allgemeinen Xanthomatose, Acta pediat. (supp. 6) 12:1, 1931. 

18. Weidman, F. D., and Freeman, W.: Xanthoma Tuberosum: Two Necrop- 
sies Disclosing Lesions of the Central Nervous System and Other Tissues, Arch. 
Dermat. & Syph. 9:149 (Feb.) 1924. 

19. Herzenberg, H.: Die Skelettform der Niemann-Pickschen Krankheit, 
Virchows Arch. f. path. Anat. 269:614 (Oct.) 1928. 

20. Ighenti, W. K.: Zur Frage der allgémeinen granulomatisen Xanthomatose, 
Virchows Arch. f. path. Anat. 282:585 (Nov.) 1931. 

21. Merritt, K. K., and Paige, B. H.: Xanthomatosis (Schiiller-Christian 
Syndrome): Report of a Case with Necropsy, Am. J. Dis. Child. 46:1368 (Dec.) 
1933. 

22. Fasold, A.: Studien iiber Vererbung von Hautkrankheiten: VI. Xanthom 
(Cholesterosis cutis), Arch. f. Rassen- u. Gesellsch.-Biol. 16:54, 1924-1925. 
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ence ; occupation plays no part, and there seems to be no hereditary 
isposition. Trauma and infection are often precipitating factors.— 
(he gross pathologic picture is characterized by yellow infiltrations 


‘he skin, mucous membranes, serous surfaces, tendon sheaths or fascia 


and by yellow or grayish infiltrations or nodules in the liver, spleen, lungs, 
heart, lymph nodes, bone marrow, glands of internal secretion and (at 
times) kidneys and central nervous system. The number of organs 
involved in any one case is variable. 

[he microscopic picture of an early lesion shows a preponderance 


of lipoid-holding foam cells, or so-called xanthoma cells. Later, lympho- 


cytes, plasma cells and leukocytes are present, and in advanced lesions 
there is proliferation of connective tissue. Foreign body giant cells, 
eosinophils and areas of necrosis and hemorrhage may be present. The 
foam cells give a positive staining reaction for fat, and on chemical 
analysis the deposited substance proves to be a mixture of free choles- 
terol, the esters of cholesterol, phospholipids and neutral fats. 

The symptoms, dependent on a pathologic process which may occur 
in many organs, give a varied clinical picture. The onset is insidious, 
occurs usually in the first decade of life and is often subsequent to one 
of the acute infectious diseases. The child does not recuperate normally 
from the illness, is irritable and soon shows exophthalmos, soft swellings 
in the cranium or other bones and polyuria. Late or early there may 
appear gingivitis, with loose teeth, and enlargement of the liver, spleen 
and lymph nodes. The child loses weight, does not grow and often 
becomes dyspneic, with a chronic hacking cough. Death may occur 
in one and one-half to four years from respiratory or cardiac complica- 
tions or severe anemia. 

In other cases the disease runs a less rapid course, with subsidence 
of the polyuria, exophthalmos and bony swellings. The patient may 
have endocrine disturbances, such as Frohlich’s syndrome, retardation 
of growth and slow mental development. Patients in this group may 
live to the age of 30 years or over. 

In the rare or adult form the course is even more prolonged. Poly- 
uria may be present, but the osseous changes resemble those associated 
with acromegaly. There may be a polyglandular syndrome or pigmenta- 
tion like that of Addison’s disease. 

Cutaneous Lesions—Cutaneous lesions appear in about one third of 
the cases. According to Chester and Kugel, there are five types of 
such lesions, a bronze pigmentation, a maculopustular rash, a hemor- 
rhagic eruption, seborrhea-like lesions and lipoid infiltration of the eye- 
lids. Rowland ® mentioned a yellow crusting eczema-like condition of 
the scalp; a raised eruption on the body (the lesions ranging from the 
size of a pinpoint to that of a rice grain and resembling scabies or 
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chickenpox), which may later have yellow crusts, and a typical xan- 
thomatous eruption, which appears less often. The patient described 
first by Griffith ** and later by Weidman and Freeman '* showed at the 
age of 7 years a deep jaundice of the entire skin, with excoriations, a 
maculopapular and a papular yellow rash on the face and many small 
flat yellow nodules on the dorsum of the neck, on the trunk and in the 
axillas. At the age of 9 years this patient had a yellow skin, with 
nodules on the chin, the dorsum of the neck, the axillas, the elbows. 
the knees and the lines of the palms. There were also xanthelasmas on 
the eyelids. Gottron ** described two chief cutaneous manifestations, a 
papular xanthoma and a hemorrhagic diathesis. According to him, the 
papules range from the size of a pinhead to that of a rice grain, are red 
or brown and appear on the head and trunk. The purpuric spots are at 
first the size of a pinhead, becoming larger as the disease progresses. 
Later there are hemorrhagic nodules. 

The eruptions described by other writers are: seborrheic eczema; * 


intertrigo ; °° petechiae ; *” papular,** nodular *° and pustular * 


’ exanthems ; 
xanthelasma;*' a bronze pigmentation with drying;** a_ yellowing; 
a scabies-like eruption, and ulceration of the mucous membranes.”* 

The first microscopic investigation of the cutaneous lesions seems 
to have been made by Herzenberg*® in 1931. The cutaneous lesions 
described by Ighenti 7° and by Merritt and Paige * were similar to those 
of Herzenberg and comparable to those seen in our cases. 


23. Griffith, J. P. C.: Xanthoma Tuberosum with Early Jaundice and Diabetes 
Insipidus, Arch, Pediat. 39:297 (May) 1922. 

24. Gottron, in discussion on Anders: Die Schiller-Christiansche Krankheit, 
Dermat. Ztschr. 62:287 (Nov.) 1931. 

25. Boisserie-Lacroix: La maladie de Moussous, érythrodermie desquamative, 
J. de méd. de Bordeaux 114:121 (Aug. 7-14) 1937. 

26. Kyrklund, R.: Beitrag zu einem seltenen Symptomenkomplex, Ztschr. f. 
Kinderh. 41:56, 1926, 

27. Siwe, S. A.: Die Reticuloendotheliase ein neues Krankheitsbild unter den 
Hepatosplenomegalien, Ztschr. f. Kinderh. 55:212, 1933. 

28. Pusey, W. A., and Johnstone, O. P.: A Case of Xanthoma Diabeticorum 
and Lipoma Multiplex and a Case of Xanthoma Approaching the Diabetic Type 
with Diabetes Insipidus, J. Cutan. Dis. 26:552, 1908. 

29. Biirger, M., and Griitz, O.: Ueber hepatosplenomegale Lipoidose mit 
xanthomafosen Veranderungen in Haut und Schleimhaut, Arch. f. Dermat. u. 
Syph. 166:542, 1932. 

30. Watjen, J.: Beitrag zur Kenntnis des Morbus Schiiller-Christian, Beitr. 
z. path. Anat. u. z. allg. Path. 96:443, 1936. 

31. Davison, C.: Xanthomatosis and the Central Nervous System (Schiiller- 
Christian Syndrome), Arch. Neurol. & Psychiat. 30:75 (July) 1933. 

32. Hand, A.: Defects of Membranous Bones, Exophthalmos and Polyuria in 
Childhood: Is It Dyspituitarism? Am. J. M. Sc. 162:509 (Oct.) 1921. 
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(he laboratory data of significance are mild anemia in the beginning, 

1 becoming severe and progressive in the later stages of the disease, 

in two thirds of the cases elevated values for cholesterol, phospha- 
tide and neutral fat in the blood. Lipemia is rare. In the majority of 
cases there is a great increase in urinary output, but the urinary con- 
stituents are normal. 

Roentgenograms reveal defects in the bones, but chiefly of the mem- 
branous and flat bones. Roentgenograms of the chest frequently show 
parenchymatous infiltration resembling that associated with miliary tuber- 
culosis and pneumonoconiosis. 

Diagnosis. Fully developed Schuller-Christian disease with the diag- 
nostic triad, exophthalmos, defects in the membranous bones and diabetes 
insipidus, is not difficult to diagnose. In the absence of some or all 
members of this triad a diffuse papular or petechial exanthem, gingivitis, 
an enlarged spleen and liver and dwarfism are suggestive signs. Roent- 
venograms showing defects of bones or parenchymatous mottling of the 
lungs confirm the diagnosis in many instances. If the diseased tissue is 
accessible for biopsy, the foam cells in the early stage and the charac- 
teristic granulomatous appearance of the lesions in the late stage are 
diagnostic. 

Differential Diagnosis —The exophthalmos might be confused with 
that of hyperthyroidism, but this would be unusual. The bony defects 
could be mistaken for other tumors, such as lipoma, tuberculoma or 
sarcoma, and the roentgenograms showing the loss of bone have at 
times been interpreted as indicating myeloma. Roentgenograms of the 
chest could be misread as indicating miliary tuberculosis. The papular 
eruption might be confused with lichen urticatus, scabies or tuberculid 
and the hemorrhagic exanthem with one of the purpuric diseases. 

Niemann-Pick disease and Gaucher’s disease must be considered in a 
differential diagnosis. Niemann-Pick “* disease, or acute idiopathic 
lipoidosis, is a rare congenital familial disorder of lipoid metabolism in 
which the blood and tissues become overloaded with lipids, chiefly the 
phosphatide lecithin. The disorder begins in infancy, usually in the first 
six months of life and nearly always before the age of 1 year. Kramer *4 
recorded a case in which the condition was present at birth. Death occurs 
before the age of 2 years, usually from an intercurrent infection or pro- 
gressive cachexia. Girls are affected more often than boys, in the pro- 
portion of 4 to 1. The white races alone, and particularly Jews, are 


susceptible. 


33. Niemann, A.: Ein unbekanntes Krankheitsbild, Jahrb. f. Kinderh. 79:1, 
1914. 

34. Kramer, B.: Niemann-Pick’s Disease, M. Clin. North America 11:905, 
1928, 
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In this condition, as in Schiller-Christian disease, the anatomic find- 


ings are dependent on accumulations of lipoid-holding cells in the tissues, 
but in this instance the cells are loaded with a lipoid giving a positive 
staining reaction for lecithin. In contrast to Schuller-Christian disease, 


no inflammatory reaction is seen about the large phagocytic cells. 

The cutaneous manifestation which is considered typical of this 
disease is a diffuse icteric tint described as yellowish brown or pale 
brown. Niemann ** in the report of the first case stated that “the 
face was of a strikingly pale brownish color.” Abt and Bloom *° stated: 
“At an early age these children show a diffuse pale brown coloration of 
the skin.” Numerous other authors have referred to the yellow or yel- 
lowish brown pigmentation. Berman,** reporting the case of a girl 
15 months of age, noted a peculiar café au lait complexion, chapped, 
dusky red cheeks, a seborrheic rash on the forehead and behind the 
ears, a reddened scalp covered with greasy scales and mongoloid spots 
on the back and on the left leg. Yellow nodules on the elbows were 
described by Frick and Friedrich.** Wascowitz ** described a vesicular 
eruption resembling chickenpox in a child aged 7 months. The vesicles, 
however, did not become umbilicated ; pustules and scars did not appear, 
and one month later there was a uniform pale brown discoloration, which 
persisted until death, six months later. 

The clues which are of the greatest aid in arriving at a clinical diag- 
nosis are conspicuous hepatosplenomegaly, extreme cachexia and a pecu- 
liar brown color of the skin in young, usually female, infants. The 
increase of blood lipids and the presence of vacuolated agranulocytes and 
a cherry-red spot of the macula lutea lend confirmatory evidence. A posi- 
tive diagnosis can be made by the observation of the Niemann-Pick 
foam cell in a lymph gland or by splenic puncture. 

Gaucher’s disease, the second related disease, is a rare familial con- 
stitutional disorder of metabolism. It was first described by Gaucher 
in 1882. There are two types, the chronic and the rare acute form. The) 
are characterized pathologically by an enormously hypertrophied spleen 
and an enlarged liver, each of which shows on microscopic examination 


35. Abt, A. F., and Bloom, W.: Essential Lipoid Histiocytosis (Type 
Niemann-Pick) : Congenital Disturbance in Lipoid Metabolism in Infants Asso- 
ciated with Splenohepatomegaly, J. A. M. A. 90:2076 (June 30) 1928. 

36. Berman, S. L.: Lipoid Histiocytosis (Niemann-Pick’s Disease), with 
Report of a Case Diagnosed During Life, Am. J. Dis. Child. 36:102 (July) 1928. 

37. Frick, P., and Friedrich, G.: Morbus Gaucher in frithen Kindesalter, Arch. 
f. Kinderh. 90:1 (March 28) 1930. 

38. Wascowitz, B.: Niemann-Pick’s Disease (Essential Lipoid Histiocytosis), 
Am. J. Dis. Child. 42:356 (Aug.) 1931. 

39. Gaucher, P. C. E.: De Il’épithélioma primitif de la rate, hypertrophic 
idiopathique de la rate sans leucémie, Thesis, Paris, 1882. 
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‘filtration of cells peculiar to the condition. These distinctive cells 
in diameter from 20 to 40 microns, stain palely with eosin and are 


\ 
ually oval or polygonal. They show a characteristic reticulation of the 


cytoplasm and do not give a positive reaction to stains for cholesterol, 
fat or lecithin. 

The important clinical features of the chronic form are hepato- 
splenomegaly, a peculiar bronzing of the skin, particularly on the exposed 
aves, and hemorrhagic diathesis, with ecchymoses, purpura and bleeding 
from the mucous membranes. As the disease advances, there are pro- 
eressive anemia and leukopenia. Enlargement of the spleen and of the 
liver are also present in cases of acute involvement, and the affected 
infants have choking spells, laryngospasm and pronounced neurologic 
symptoms, e. g., hypertonicity of the muscles, opisthotonos, dysphagia 
and exaggerated reflexes. 

The typical eruption of Gaucher's disease, according to Anderson,*" 
Bovaird ** and Brill and Mandlebaum,*? is a brownish yellow pigmenta- 
tion or bronzing of the skin, more pronounced and of a deeper hue on 
the face, neck, forearms and hands. The other common lesions of the 
skin are of the hemorrhagic type, that is, petechiae, ecchymoses and 
hemorrhagic furuncles, as described by Brill, Mandlebaum and Libman ** 
and by Hoffman and Makler.** 

A diagnosis of Gaucher’s disease is suggested by the enormous abdo- 
men, the bronzing of the skin and the hemorrhagic diathesis. The pres- 
ence of “Gaucher cells” in the biopsy material from a peripheral node 
or a splenic puncture is positive proof of the diagnosis. Chemical 
analysis of the tissues shows that the deposited substance is kerasin, a 
lipid not normally found in the body. 


REPORT OF CASES 
Case 1.—N. J., a white girl aged 6 weeks, was referred to one of us (C. W. L.) 
by Dr. Rusby Seabaugh, of Jackson, Mo., on Nov. 4, 1937. The chief complaints 
were a generalized rash present since birth and diarrhea of four days’ duration. 
Present Illness —At birth the infant had a diffuse hemorrhagic rash, which 
after twenty-four hours became elevated and scaly. During the next three or 


40, Anderson, J. P.: Hereditary Gaucher's Disease, J. A. M. A. 101:979 
(Sept. 23) 1933. 

41. Bovaird, D., Jr.: Primary Splenomegaly Endothelial Hyperplasia of the 
Spleen, Am. J. M. Sc. 120:377, 1900. 

42. Brill, N. E., and Mandlebaum, F. S.: Large-Cell Splenomegaly (Gaucher’s 
Disease): A Clinical and Pathological Study, Am. J. M. Sc. 146:863, 1913. 

43. Brill, N. E.; Mandlebaum, F. S., and Libman, E.: Primary Splenomegaly : 
Gaucher Type, Am. J. M. Sc. 129:491, 1905. 

44. Hoffman, S. J., and Makler, M. I.: Gaucher’s Disease: Review of the 
Literature and Report of a Case Diagnosed from Section of an Inguinal Lymph 


Gland, Am. J. Dis. Child. 38:775 (Oct.) 1929. 
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four days the lesions seemed to desquamate and dry up, and as they disappeired 
there was an outcropping of small clear blisters, chiefly on the palms and soles. 
Blisters also appeared on the body, and several were noted on the mucous mem- 
brane of the mouth. The eruption was treated with olive oil, boric acid solution 
and a crude coal tar ointment, without any appreciable effect, although a fey 
of the vesicles ruptured spontaneously. On October 30, as the vesicles were 
beginning to clear, there appeared a new diffuse red rash exactly like the eruption 
at birth. On the following day diarrhea developed, with five or six green stools 
per day. During this period the baby was restless and irritable but had a good 
appetite. 

Birth History—The infant was born at term and weighed 8 pounds (3,628 
Gm.). The delivery was normal. 

Family History—The father, aged 32, the mother, aged 22, and one sister, 
aged 6 years, were living and well. There had been no miscarriages or abortions. 
There had been no tuberculosis, syphilis or diabetes and no intermarriage in the 








nat : 





Fig. 1 (case 1).—Widespread macular and bullous hemorrhagic exanthem. 


family. Kahn tests of the parents’ blood gave negative results, and urinalyses 
showed no sugar. 

Physical Examination—A most unusual hemorrhagic eruption had a diffuse, 
general and almost universal distribution. It was most pronounced on the palms 
and in the cubital and popliteal fossae. The primary lesions were purplish red 
macules ranging from the size of a pinpoint to that of a pinhead. These enlarged, 
became papular and reached the size of a pea, but retained their color and did 
not fade on pressure. Some lesions coalesced to form bizarre-shaped patches 
capped with dry yellowish brown crusts. Others formed circles having a dark 


red periphery and a paler center covered with dry scales. They resembled 
angiomas and telangiectases. On the trunk, palms and soles there were a few 
bullae and pinhead-sized vesicopustules. The ears were studded with lesions, and 
there were hemorrhagic spots on the oral mucous membrane, on the conjunctivas 


and on the mucocutaneous borders of the vagina and rectum. 

Other abnormal findings were hemorrhagic areas on the anterior gingival 
margins of the lower jaw and on the buccal surfaces of the cheeks, a large liver 
and a large, firm spleen extending 2 fingerbreadths below the costal margin. 
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urse-—Although the temperature was elevated, the infant did not appear 
cally ill. There was a hacking cough suggestive of an obstruction, and there 
5 me difficulty in swallowing. A consulting laryngologist found no obstruction 
hserved small hemorrhagic lesions on the larynx. Ophthalmoscopic examina- 
revealed no abnormality. The physicians in the dermatologic department 
believed that purpura, both primary and secondary, could be excluded and that 


eruption was neither angioma serpiginosum nor purpura annularis telangiec- 


todes. Hereditary telangiectasia was considered, but the presence of bullae ruled 
at such a diagnosis. After observing the patient for a few days, Drs. A. F. 
Hartmann and J. V. Cooke suggested a diagnosis of Schiuller-Christian disease. 
\ roentgenogram of the chest was found to be similar to that in an earlier case 
of chronic xanthomatosis, and steps were taken to study the patient from the 


standpoint of a disorder of fat metabolism. On the same day the infant had 


shown a slight rise in temperature, increasing respiratory difficulty and pneumonic 








Fig, 2 (case 1).—Roentgenogram of the chest, showing extensive coarse 
flocculent infiltration throughout both pulmonary fields. 


breathing. There was an impaired percussion note, and rales were heard through- 
out both lungs. Early the next morning (November 11) the child had a choking 
spell and died suddenly. 

Laboratory Data—The urine was acid and showed a trace of albumin but no 
sugar or bile. There was an occasional white blood cell, but no casts or erythro- 
cytes were found. The red blood cell count was 3,380,000, and the value for 
hemoglobin was 60 per cent. The leukocytes numbered 13,000, and the platelets 
were adequate. The Schilling differential count showed 12 per cent stab cells, 
Sl per cent segmented cells, 36 per cent lymphocytes and 1 per cent monocytes. 
The bleeding time, clotting time and clot retraction were normal. The Wassermann 
and the Kline reaction of the blood were negative. There was no growth in the 
blood culture. The intradermal test with 0.1 mg. of tuberculin gave a negative 
reaction. On February 9 a roentgenogram of the chest showed an extensive 
coarse flocculent infiltration throughout both pulmonary fields, fairly equally and 
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symmetrically distributed, amounting to almost complete opacity. On November 
11 a postmortem stereoscopic picture of the skull showed it to be symmetric and 
the sella within normal limits. The coronal suture was just about closed. The 
lambdoid sutures were poorly defined. The parietal bone was thinned throughoyt 
its extent. The roentgen diagnoses were congenital anomaly of development of 
the skull and congenital anomaly of its sutures. 

Autopsy—The body was well developed and well nourished. The skin of the 
entire body, including that of the scalp, palms and soles, was covered by an 
eruption presenting the various forms observed during life. The mucous mem- 
branes of the eyes and nose were also involved. The heart, esophagus, stomach, 
pancreas, kidneys, bladder and adrenal glands showed nothing of interest. 

The thymus gland weighed 10 Gm. Over the entire anterior surface there was 
a diffuse hemorrhage, and the cut surface of the gland was dark reddish purple 
with many small light yellow areas of necrosis. 

The lower lobes of both lungs were firm and had dark reddish purple pleural 
surfaces. The other lobes were fairly crepitant. Over their pleural surfaces, 
especially over that of the upper lobe of the left lung, small emphysematous blebs 
were seen. When sectioned, both lower lobes appeared deep red and firm. The 
interlobular: and bronchial markings were unusually prominent. In the upper 
lobes small emphysematous blebs were seen throughout the parenchyma. 

The spleen was large and firm, weighing 70 Gm. and measuring 8 by 6 by 3.5 
cm. On section the pulp was dark reddish purple. Clusters of gray and light 
grayish yellow pinhead-sized areas were seen. 

The liver was large, weighing 240 Gm. The cut surface was light yellowish 
tan, apparently owing to fat. The gallbladder and bile ducts were normal. 

In the terminal portion of the ileum the Peyer patches were prominent, as were 
the solitary lymph follicles in the colon. 

The mesenteric nodes were enlarged, the largest measuring 2 cm. in diameter. 
When sectioned they appeared hemorrhagic. The tracheobronchial nodes were 
soft, slightly enlarged and light gray. 

Microscopic Picture -—The heart, kidney, pancreas, adrenal glands and ovaries 
showed nothing unusual. 

Lungs: Several sections showed essentially the same process. In the walls 
of the bronchi and bronchioles there was an extensive infiltration of cells, chiefly 
large mononuclear ceils of irregular outline and branching cells which looked 
like fibroblasts. There were a small number of lymphocytes and polymorpho- 
nuclear leukocytes. The bronchial epithelium was abnormal in many places. In 
some it was thinned out and flattened over the infiltrated underlying tissue. 
In many places the basement membrane was interrupted, and irregularly shaped 
mononuclear cells separated the cells of the bronchial epithelium. In many 
bronchioles there were masses of hyaline material containing débris of mononuclear 
cells. Only a few polymorphonuclear leukocytes occurred either in the bronchioles 
or in the alveoli. Much of the material in the bronchioles stained red with scarlet 
red, but it contained only a few particles of doubly refractile fat. An infiltration 
of cells similar to that in the bronchial walls involved the walls of the larger 
blood vessels and many of the alveoli, as well as the tissue of the interlobular 
Where their walls were not so decidedly infiltrated the alveoli were 


septums. 
the larger 


distended, producing the patchy emphysema seen grossly. Some of 
infiltrating cells in the interlobular septums contained fine fat droplets which 
stained with scarlet red and sudan III. There was no difference in the staining 
after the sections were mordanted in potassium bichromate. 
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fhymus Gland: There was extensive hemorrhage in the lobules of the thymic 


ue and in the interstitial tissue about the thymus gland. The lobules were 


aced by a tissue resembling that seen in the thickened bronchial walls previously 


rbied. 
Liver: Poorly circumscribed masses of large mononuclear cells with abundant 

in-staining cytoplasm replaced the hepatic cells in the periportal zones and 

netimes in the midzonal areas. At the margins of such areas, some of these 
nfiltrating cells could be seen in the sinusoids, separating and compressing the 
idjacent hepatic cells. Occasionally necrosis had occurred in the center of these 
eroups of cells. The hepatic cells in a wide area surrounding the periportal zones 
ind therefore about these groups of infiltrating cells contained large flat droplets 


which stained with scarlet red. With nile blue sulfate most of the fat in the 











Fig. 3 (case 1).—Section of the liver, showing a cluster of large mononuclear 
cells which contained only a small amount of lipoid. 


hepatic cells stained deep purplish blue, but some droplets stained rose pink. 
There was also a large amount of doubly refractile fat in the hepatic cells. Ina 
few of the infiltrating cells there were fine droplets which stained red with scarlet 
red and sudan III and deep blue with nile blue sulfate. Only a few bits of doubly 
refractile fat were seen in these groups of cells, much less than in the hepatic cells. 
There was no increase in periportal connective tissue, but this connective tissue 
showed a few lymphocytes and mononuclear cells in its meshes. 

Spleen: The malpighian bodies were not recognizable. Almost the entire 
section was made up of varying-sized clusters of irregularly shaped, poorly defined 
large mononuclear cells with pale-staining cytoplasm. These cells contained 
only a few definite vacuoles, and some of them in the center of clusters were 
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necrotic. In the meager splenic tissue which remained intact there was much 
blood, chiefly outside the sinuses. Attempts to demonstrate fat in the groups of 
large cells showed a great deal of finely divided fat which stained well with 
scarlet red and sudan III and stained deep purplish blue with nile blue sulfate. 
There was no difference in the reaction to these stains after mordanting for 
various periods in potassium bichromate. Only small amounts of doubly refractile 
fat were seen. Staining with iron hematoxylin after mordanting in potassium 
bichromate gave negative results. After mordanting in potassium bichromate at 
40 C. for several days, fine blue-black droplets appeared in some of the cells when 
the preparations were stained by the Lorrain Smith method. (This, however, 
would be true of mixtures of fatty acid and cholesterol.) 











Fig. 4 (case 1).—Section of the spleen, showing a cluster of large mononuclear 
g g 


cells which contained many fine droplets of fat. 


Lymph Nodes: Masses of large mononuclear cells, closely resembling the 
clusters of cells seen in the spleen, filled the sinuses and infiltrated the lymph 
cords. Few vacuoles were seen in their cytoplasm. Necrosis had occurred in 


the center of many of these groups of cells, and there were areas of hemorrhage 
in and about them. 

Intestine: The Peyer patches were large and showed areas of hemorrhage. 
In them and in the mucosa and submucosa about them was an infiltration of many 
large mononuclear cells like those in the spleen and lymph nodes. 

Skin: Several stages in the development of the cutaneous lesions were observed 
in the slides. In the early stage there was an accumulation of large mononuclear 
cells with irregularly shaped vesicular nuclei and eosin-staining cytoplasm. Only 
a few lymphocytes were mixed with the larger cells. These groups of cells lay 
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Fig. 5 (case 1).—Section of the skin, showing the accumulation of large 
mononuclear cells immediately beneath the epidermis. 














Fig. 6 (case 1).—Section of the skin, showing an older lesion with ulceration. 
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in the connective tissue of the cutis, just beneath the epithelium. They appea ed 
at first to be concentrated about the small blood vessels, but as the number of 
large mononuclear cells increased they formed sheets and clusters of cells without 
obvious relation to the vessels. In what were apparently slightly older lesions 
the large mononuclear cells had a more abundant cytoplasm and took a paler 
stain. Frequently the cytoplasm had a foamy appearance. Although many cells 
were distinctly outlined, others were so close together that the general effect was 
sometimes that of a syncytium. These masses of cells occurred at short intervals, 
with normal skin between. 

When accumulations of cells became larger, they encroached on the overlying 
epithelium, and hemorrhage occurred in and about the mass of cells. Over the 
smaller nodules of cells the epithelium was a little thicker than normal, and 
the epithelial cells were swollen and stained lightly. The basal epithelial layer of 
small pigmented and deeply stained cells was no longer present. The accumulation 
of mononuclear cells continued to encroach on the epithelium until no demarcation 
between epithelium and infiltrating cells could be made out, and a layer of deeply 
staining keratin covered the surface. Still later, the epithelium seemed entirely 
destroyed by pressure of the underlying cells, and they were covered only by the 
persistent keratin. 

The gross appearance seemed to be explained by the focal accumulation of these 
large cells, with resultant necrosis, hemorrhage and destruction of the overlying 
epithelium. The same tendency to hemorrhage was especially apparent in the 
lesions of the thymus gland and the lymph nodes. 


Case 2.—G. S., a white girl aged 3 vears, was admitted to the St. Louis Chil- 
dren’s Hospital on Feb. 11, 1925. She had become ill on January 1, with a 
“cold,” a sore throat and swollen glands on both sides of the neck. On January 
5 an eruption appeared on the trunk and persisted but did not spread. On 
February 6 there was a hemorrhage from the nose, and oozing persisted. A slight 
fever had been present since the onset, and there was profuse perspiration, 
especially at night. 

Past History—The child was born at term; the delivery was normal, and 
development was normal until the present illness. 

Family History—The father, mother and 2 other children were living and 
well. There was no history of syphilis or tuberculosis in the family. 

Physical Examination.—The patient was emaciated and acutely ill. There was 
a striking papular eruption, profuse over the trunk and present also on the scalp, 
the forehead, the axillas, the arms and the palms. The papules were definitely 
red, but some had a yellow and others a brown tinge. They were circular and 
slightly infiltrated, varying in diameter from 1 to 4 mm., and a few were 
umbilicated. The lesions on the scalp were scaly. There were petechiae on the 
palms and soles. 

On the head there were three small tumor masses, one in the right frontal, 
one in the left occipital and one in the parietal region. These masses were 
fluctuant and adherent to the underlying tissue, but the skin above them was 


freely movable. 
The nose was filled with a sanguinopurulent discharge, and there was much 


mucopurulent material in the pharynx. The tonsils were injected, enlarged and 
cryptic. The teeth were filthy, and the tongue was brownish yellow. The mucous 
membrane of the mouth was red, and on the buccal surface of the cheeks there 
were several superficial ulcers. The cervical and inguinal glands were enlarged. 
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he cardiac sounds were clear and regular, and the pulse rate was 150. The 


ne 

s were clear, but the respiratory rate was 40 and the respirations were 
red. 

The spleen was palpable and firm, and the liver showed slight enlargement. 


Course-—On February 13, the day after admission to the hospital, the patient 


1s examined by two dermatologists. One described the condition as a striking 


ofuse eruption consisting of yellow papules with a red tinge, sometimes verging 











Fig. 7 (case 2).—Diffuse papular eruption on the chest and abdomen, bulging 


of the forehead and exophthalmos. 


on brown, resembling tiny granulomas, with some tendency to grouping. He made 
a provisional diagnosis of lichen scrofulosorum. The other expressed the belief 
that the petechial hemorrhages on the palms and soles were the initial lesions and 
that the papular lesions on the trunk were similar. He stated the opinion that with 
the emaciation and the fever the hemorrhagic eruption was characteristic of 


septicemia due to Streptococcus haemolyticus. 
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On February 14 the lips were dry and cyanotic, and the respiratory rate 
rapid. A few rales were heard at the base of the right lung, and a diagnosj 
miliary tuberculosis was suggested. 

On the following day the respiratory rate had increased to 60 per minut 
there were many rales throughout the chest, and a subcutaneous emphysem: 
appeared on the neck and the sternum. The tumor masses on the head were 
reduced in size, and a definite bony rim was palpated about them. 

During the next two days the patient became progressively worse. She died 
on February 17. 

Laboratory Data—The urine contained pus and an occasional hyaline and 
granular cast and showed a trace of albumin. Bence Jones protein was absent. 
The leukocyte count varied between 24,220 and 36,000 per cubic miilimeter, with a 
definite shift to the left. The Wassermann reaction of the blood was negative: 














Fig. 8 (case 2).—Roentgenogram of the skull, showing defects in the cranial 


bones. 


two blood cultures were sterile. The tuberculin test gave a negative result. 
Smears from the oral ulcers showed many fusiform bacilli and a few spirochetes. 
The temperature on the first day of hospitalization was 38.6 C. (101 F.), which 
was the maximum, and on the following days varied between 37 and 38 C. (98.6 


and 100.4 F.). 


Roentgen Examination—A roentgenogram of the skull showed, in the frontal 
bone, just in front of the site of the anterior fontanel, a large clearcut osseous 
defect without a surrounding zone of reaction. There were similar areas in the 
posterior portion of the parietal bone and just above the orbits to the left of 


the midline. 
Aulopsy.—The body was well developed. An extensive subcutaneous emphysema 
involved the tissues of the chest and abdomen down to Poupart’s ligament and up 
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the neck and face. The left eye bulged owing to subcutaneous emphysema of 


ipper lid. A purulent discharge came from the nose. The mucous membrane 


ie entire oral cavity was covered by a blood-tinged purulent exudate. Over 

trunk and arms there was a slightly raised bright red punctate rash. It was 

noticeable over the chest and upper part of the abdomen. There were 
palpable lymph nodes in the axillary and inguinal regions. Small defects of the 
skull were palpable in the right frontal and the left temporal region, through which 
fluctuant masses could be felt. (The records gave no further description of 
the gross appearance of the cranial lesions.) The mediastinal tissues showed 
interstitial emphysema. 

The lungs were overdistended and were filled with small emphysematous areas. 
[he tissue of the interlobular and interlobar septums was emphysematous. On 
section the walls of small emphysematous blebs in the lungs appeared yellowish. 
Between the emphysematous areas the pulmonary architecture was indistinct and 
was involved in some type of fibrotic process. 

The liver was large, weighing 380 Gm. Its cut surface was grayish yellow 
but otherwise normal. 

The spleen was enlarged and firm, weighing 35 Gm. Its cut surface was 
paler than usual, and the malpighian bodies seemed prominent. 

The intestinal mucosa was congested throughout. The Peyer patches of the ileum 
were congested and more conspicuous than usual. 

The heart, pancreas, adrenal glands, kidneys and pelvic organs were normal. 

Vicroscopic Picture—Lungs: The walls of many bronchi and alveoli were 
and shapes. Similar cells infiltrated the thickened interlobular septums. The 
large cells had irregularly shaped vesicular nuclei. Many had pale lilac homo- 


greatly thickened by masses of closely packed mononuclear cells of various sizes 


geneous cytoplasm; others were finely vacuolated or foamy in appearance, and 
still others, much larger cells, had a coarsely vacuolated cytoplasm. Alveoli 
which were not involved in this process were thin walled and distended. There 
were also large cystic spaces with walls thickened by the infiltrating mononuclear 
cells. These seemed to represent greatly dilated terminal bronchioles. Some 
alveoli contained an exudate of polymorphonuclear leukocytes and cellular débris; 
many contained a few large mononuclear foamy cells, and others contained blood. 
Staining with scarlet red showed masses of cells filled with bright red fat droplets, 
but all the large mononuclear cells did not contain lipoid. With nile blue sulfate 
the lipoid took a deep purplish blue stain, and there was considerable doubly 
refractile lipoid. 

Liver: Some of the Kupffer cells were large, but they did not contain lipoid. 
With scarlet red, however, groups and sheaths of needle-like crystals in the 
sinusoids stained pale reddish yellow. This crystalline material was doubly 
refractile. For the most part it seemed to be between the hepatic cells and the 
endothelium of the sinusoids or in the sinusoids. When the slide was heated, these 
crystals coalesced, and when it cooled, the granular masses were doubly refractile. 

Spleen: The malpighian bodies were distinct but small. In the center of some 
there was granular hyaline débris, and there were a few large pale mononuclear 
cells. With scarlet red the granular débris showed many lipoid droplets staining 
bright red. Throughout the spleen but most conspicuous in clusters about the 
malpighian bodies there were many nodules of large indefinitely outlined mononu- 
clear cells with abundant eosin-staining cytoplasm. Hemorrhage had occurred 
in many of these nodules. Only a few of the cells contained fine vacuoles, and 
when stained with scarlet red only a few showed fine droplets of stainable lipoid. 
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Crystalline material such as was seen in the liver also occurred between the cells 
and occasionally in the sinuses. There was no change in the staining character- 
istics of the tissue after mordanting in potassium bichromate, and iron hematoxylin 
after such mordanting gave negative results. 

Mesenteric Lymph Node: Similar cells partially replaced the lymph cords and 
filled the sinuses. There were large germinal centers with conspicuous mononuclear 
cells. More of the large cells were vacuolated than in the spleen. A section of 
a lymph node stained with scarlet red showed much bright red-stained lipoid and 
some crystalline material between the cells. There was a little doubly refractile 
fat in the cells. 

Skin: Sections of skin were identical with those in case 1. 

Miscellaneous Tissue: The heart, pancreas, kidneys, colon and vertebral marrow 


were normal. 


CaAsE 3.—V. B., a white girl aged 14 months, was referred to the late Dr. 
Ellis Fischel on Jan. 9, 1922, for treatment of an ulcer in the mouth. 

In July 1921, at the age of & months, the patient had been found to have “ear 
trouble.” Operation on both mastoids was performed in October, and on examin- 
ation three months later it was found that the operative wounds had not healed. 
A small sore on the left side of the hard palate, which was noticed shortly after 
the operation, had a foul odor and had continued to increase in size. This 
sore had at times shown some tendency to heal but always broke down again. An 
ulcer in the left groin had appeared in June and was unhealed. 

The child was hospitalized, and after material for biopsy had been taken, the 
ulcer in the mouth was cauterized. The pathologic report stated that the lesion was 
probably lymphosarcoma. The tumor of the palate recurred after cauterization 
and was then treated with radium. After irradiation it healed and never appeared 
again. The wound in the groin also healed after an application of radium. The 
mastoid wounds were reopened and curetted, and the microscopic diagnosis of 
the tissue was small round cell sarcoma. Several defects appeared in the skull. 
They were painless and showed no tumor formation. 

In September 1922 a papular eruption appeared on the face, neck and trunk 
and to a less extent on the arms and forearms. There were a few scattered lesions 
on the thighs and legs. The lesions on the trunk were so numerous that they 
almost coalesced to form confluent patches. The papules were bright red and 
measured 1 to 3 mm. in diameter. 

The report of a study of the blood was as follows: The value for hemoglobin 
was 40 per cent (Tallqvist) and the erythrocyte count was 4,928,000 per cubic 
millimeter. The leukocyte count was 15,800 pur cubic millimeter, with a differ- 
ential count of polymorphonuclear cells, 52.5 per cent; large mononuclear cells, 7.5 
per cent; small mononuclear cells, 39 per cent; and transitional cells 1 per cent. 
Anisocytosis and slight polychromatophilia were present. 

Roentgenograms taken on May 15, 1922, showed an area of rarefaction 0.5 
cm. in diameter in the posterior portion of the left parietal bone, midway between 
the inferior and superior borders and 3 cm. anterior to the posterior border. 

The infant died at home on September 2, and autopsy was performed there. 


Autopsy.—The body was well nourished. There was a papular eruption on 
the trunk, neck and face and to a less extent on both arms, legs and thighs. The 
lesions were elevated and bright red and varied in diameter between 1 and 3 mm. 
The head was large and square. There was a soft area beneath the left eyebrow 
where the skull was entirely destroyed. Similar destruction of bone had taken 
place at the site of both mastoids, and pus was discharging from the region of 
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‘t mastoid. In the mastoid regions the brain was covered only by dura. 
ral soft places were palpated over the calvarium. After the scalp was 
ved, it was seen that these were foci of variable size in which there was 
‘lete destruction of bone. The dura was intact. The margins of the defects 
he skull were clearcut and fairly regular, without a zone of hyperemia or 
These foci of destruction of bone varied in diameter from a few milli- 
The largest lay above the left orbit. The brain showed no gross 


meters to 2 cm. 
abnormalities except for an area of ecchymosis in the pia over the left frontal 
lobe, under the large osseous defect. In the left groin there was a healed scar. 
\o enlarged nodes were palpable. 

[he thymus gland was atrophic. 


The lungs had a mottled pink-gray color and contained air. On section they 


appeared normal except for small widely scattered yellowish gray foci. 


[he liver was large. The capsular surface and the cut surface were pinkish 
vellow. The gallbladder and bile ducts were normal. 

. [he spleen was considerably enlarged, firm and bright red. The malpighian 
bodies were distinct. 

The mesenteric, inguinal and pelvic nodes were all slightly enlarged and redder 
than normal. The tracheobronchial nodes appeared normal. 

The heart, stomach, duodenum, pancreas, adrenal glands, kidneys, pelvic organs, 
vertebral marrow and spinal cord were grossly normal. 

Microscopic Picture-—Lung: Here and there through the sections were areas 
of infiltration of cells in the walls of bronchi, blood vessels and alveoli, like that 
seen in cases 1 and 2, and an overdistention of the alveoli. In addition, there 
was a fresh exudate of polymorphonuclear leukocytes, red blood cells and edematous 
fluids in many alveoli. 

Liver: The hepatic cells surrounding the periportal zones were filled with large 
fat droplets. The sinusoids frequently contained large mononuclear cells, single 
or in groups of two or three. Some of these had vacuolated cytoplasm; others 
had a homogeneous eosin-stained cytoplasm. In a few periportal zones these cells 
were present in small focal accumulations, such as were present much more 
frequently in case 1. There was no increase of periportal connective tissue. 

Spleen: The malpighian bodies were still recognizable. The lining cells of 
the sinuses seemed normal. Scattered throughout the section were accumulations 
of large mononuclear cells with irregularly shaped vesicular nuclei and foamy 
eosin-stained cytoplasm. The nature of the process seemed identical with that in 
cases 1 and 2, although less extensive. The pulp contained many red blood cells. 
They were often present in and around the sheets of large mononuclear cells. 

Lymph Node: There were focal accumulations of large cells like those in the 
spleen. Occasional isolated multinuclear giant cells were seen. 

Skin: Just beneath the epithelium there were accumulations of mononuclear 
cells with hemorrhage, which were identical with those in cases 1 and 2, except 
that the nodules were not so large. 

Miscellaneous Tissue: The adrenal glands, kidneys and pancreas were normal. 

Brain: There was an area of hemorrhage in the meninges. No other 
abnormalities were seen. 

one: Suitable material for study was not available. 


Case 4—R. B., a white boy aged 3 years, was first admitted to the St. Louis 
Children’s Hospital on Feb. 20, 1931, with acute bilateral otitis media and 
mastoiditis. At operation the right mastoid was found to contain soft granulation 
tissue, and no dense bone was present. The process was at that time believed to 
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be tuberculous. The patient was again in the hospital from April 7 to Apri! 26, 
because of a lump on the scalp. At this time all tests for tuberculosis gaye 
negative results. A roentgenogram showed punched-out areas in the skull and 
humerus, which were considered diagnostic of multiple myeloma. Material from 
a lesion of the scalp, taken for biopsy, was likewise diagnosed as myeloma. The 
last admission was on Jan. 7, 1932, at which time there were a new mass jp 
the occipital region and a severe brassy paroxysmal cough which had been present 
for three weeks. 

Examination revealed three cystic masses of the scalp, a thick purulent dijs- 
charge in each ear, many enlarged cervical glands and loose teeth. The dental 
report showed much absorption of the bone of the maxilla and mandible, so that 
the teeth could be easily pushed up into the cavity of the antrum. The liver and 
spleen were moderately enlarged, and there was a soft systolic cardiac murmur. 
There were no lesions on the skin at this time, nor had there been on any previous 
admission. 

Laboratory Data.—The erythrocyte count was 4,000,000 per cubic millimeter, 
with 80 per cent hemoglobin. The leukocyte count was 12,650 per cubic millimeter, 
with a differential count of juvenile cells, 4 per cent; stab cells, 12 per cent: 
segmented cells, 64 per cent; lymphatic cells, 18 per cent, and monocytes, 2 
per cent. 

Abruptly on Jan. 20, 1932, the temperature rose to 39.5 C. (103 F.), and the 
patient appeared acutely ill, with flushed face, rapid respiration and an expiratory 
grunt. Signs of consolidation appeared over the lower lobe of the right lung, 
and the patient died on January 23. The clinical diagnoses were xanthoma 
(Schuller-Christian type), lobar pneumonia and chronic mastoiditis. 


Autopsy.—The body was poorly nourished. There was an operative incision 


covered by a necrotic membrane in the region of the right mastoid. Two large 
fluctuant nodules were present in the skull, one in the right parietal and one in 
the right frontal region. 

The lungs showed patchy areas of gray gelatinous consolidation with inter- 
vening areas of overdistended pulmonary tissue. There were yellowish areas 
about some of the small bronchioles and blood vessels. 

The liver was enlarged to approximately one and one-half times the normal size. 
On section there were conspicuous irregular grayish translucent areas, some of 
which were obviously in the portal zones. The gailbladder was normal. 

The spleen was firm and was several times the normal size. On section the 
malpighian bodies were distinctly seen. 

The Peyer patches of the ileum and the solitary lymph follicles in the ileum and 
colon were enlarged and yellowish gray. 

The tracheobronchial and the mesenteric nodes were a little enlarged. On 
section they were pinkish. 

In the bone about the old mastoidectomy wound there were small nodular 
growths. These nodules were composed of soft and yellowish material, with a 
mixture of gray connective tissue. The left mastoid and the left temporal bone 
had been largely replaced by this yellowish tissue, and there was an infiltration 
of similar tissue in the right mastoid and the petrous portion of the right temporal 
bone. The defects in the parietal and frontal bones showed that this yellow tissu 
had replaced the outer table of the bone, invaded the inner table and become 
adherent to the dura in places. The dura about the junction of the longitudinal 
and lateral sinuses was represented by a thick layer of yellow-gray tissue. 
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Che brain showed hyperemia of the meninges but no other gross abnormalities. 
Che heart, stomach, duodenum, pancreas, adrenal glands, kidneys, thymus gland, 
ic organs, sella turcica and pituitary gland were normal. 


Microscopic Picture—Lungs: There was marked thickening of the interstitial 


ue throughout large sections of the lung. There were more proliferation of con- 
ctive tissue and less infiltration of wandering cells than in the foregoing cases. 

interlobular septums were thickened, and in the meshes of the connective 
ue there were enlarged cells containing lipoid which stained deep brownish 
| or bright red with scarlet red. Some doubly refractile lipoid was seen in these 
lls. Many flattened alveolar spaces surrounded by connective tissue were relined 


ith cuboidal epithelium. Alveoli whose walls were not thickened were over- 
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Fig. 9 (case 4).—Section of the liver, showing the granulomatous reaction in 
the periportal zones without lipoid-holding cells. 


distended. Sometimes terminal bronchioles were also distended. Many alveoli 
and small bronchioles contained mononuclear cells in which fat droplets stained 
bright red with scarlet red. 

Liver: About the portal zones there was a decided proliferation of mononuclear 
cells which resembled epithelioid cells or young fibroblasts. None of these showed 
vacuoles. The hepatic cells about the portal zone had been destroyed, and there 
was a proliferation of bile ducts. There were also many infiltrating lymphocytes 
and a few polymorphonuclear leukocytes. An occasional eosinophilic leukocyte 
was seen. The position and character of the lesion suggested a later stage of 
the process seen in case 1. There was practically no lipoid in this tissue. 

Spleen: The malpighian bodies were rather large. A few of them had large, 
indistinctly outlined eosin-staining cells in their centers. There were no clusters 
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of large cells as in the foregoing cases, but scattered through the pulp and in 
occasional sinuses similar isolated cells occurred. 

Retroperitoneal Lymph Nodes: The germinal centers were large. Some of 
them contained groups of large eosin-staining cells which contained fat droplets 
staining bright red with scarlet red. The sinuses were filled with wandering cells. 
large mononuclear cells, lymphocytes and polymorphonuclear leukocytes. In one 
node there were no clusters of large mononuclear cells, and only an occasional 
cell contained fat droplets stainable with scarlet red. In several other small nodes, 
however, there were clusters and sheets of large, pale eosin-staining mononuclear 

















Fig. 10 (case 4).—Section of the dural mass, showing large xanthoma cells 
and granulomatous reaction. 


cells. Some of these cells contained fine droplets of fat when stained with 
scarlet red. 

Intestine: The Peyer patches and solitary follicles were large, with active 
germinal centers, but showed nothing else unusual. 

Dural and Cranial Masses: Sections from the lesions in the skull and dura 
were variable. In some there were large groups of closely packed large mono- 
nuclear cells with pale lilac-staining cytoplasm, containing scarcely any vacuoles 
and only a little stainable lipoid. Other places showed many large foamy cells 
packed with large droplets of fat staining red with scarlet red and deep purplish 
blue with nile blue sulfate. In these areas necrosis had sometimes occurred, 
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crystals of cholesterol appeared. A great deal of doubly refractile lipoid was 
ent. Some of the large cells contained iron pigment, and there were frequent 

re mononuclear cells and multinucleated giant cells. There were also areas 
dense proliferation of connective tissue with fat-containing cells left in the 
meshwork. In the area of connective tissue proliferation, lymphocytes and occa- 


nal eosinophilic leukocytes were seen. 


COM MENT 


A comparison of these cases with those of Schuller-Christian disease 


reported in the literature makes certain their identity. In case 4, cranial 


and dural lesions typical both clinically and anatomically left no doubt 
as to their character. The clinical picture in cases 2 and 3 was just as 
characteristic but unfortunately material from the osseous lesions was 
not available for study. In addition to their characteristic clinical mani- 
festations, including the lesions of the skull, in the latter 2 cases there 
were microscopic changes in various organs comparable to those in 
case 4 and especially to those in other cases of Schiiller-Christian 
disease reported in the literature. This was also true of the visceral and 
cutaneous lesions in case 1, although the condition was less typical in 
that there were no clinically recognizable lesions of the skull. (No bone 
was obtained for anatomic study. ) 

In all 4 cases there was widespread proliferation of large mononuclear 
cells, often in clusters or nodules, apparently cells of the reticuloendo- 
thelial system. An infiltration of other wandering cells and a prolifera- 
tion of connective tissue at times added to the granulomatous appearance 
of the lesions. The amount of lipoid accumulated in the large mononu- 
clear cells varied in the different cases, but even more so in the different 
organs in a single case. However, whatever lipoid was present consisted 
of readily stainable neutral fat, fatty acid and doubly refractile lipoids 
such as have been described numerous times in recorded cases of 
Schiller-Christian disease. This was true of case 1 as well as cases 
2 and 4 (no material fixed in solution of formaldehyde was available 
in case 3). 

The variation in the amount of lipoid seems of special interest. 
In the nodules of epithelioid cells in the liver in case 4 practically no fat 
could be stained, and no vacuoles were seen in the cytoplasm stained 
with eosin. Clusters of large mononuclear cells in the lymph nodes in 
this case showed a similar sparsity of fat, although the sections of 
skull showed large amounts of readily stainable fat and cholesterol, 
together with a cellular reaction typical of Schiiller-Christian disease. 
In cases 1 and 2 also there were variable amounts of lipoid in the areas 
of mononuclear proliferation in the internal organs. In the lungs con- 
siderable lipoid was present, but there was less in the large cells in the 
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lymph nodes. In case 2 there was little in the large clusters of cclls 
in the spleen, while in case 1 the nodules of hyperplastic reticulo- 
endothelial cells in the spleen had considerable finely divided fat. Merritt 
and Paige *! reported a similar sparsity of lipoid and cytoplasmic 


vacuoles in the hyperplastic reticuloendothelial cells of the spleen and 
lymph nodes in their case, although typical xanthomatous lesions occurred 


in the dura, bones, lungs and thymus gland. 

From the clinical point of view all of the cases except case 1 can 
be definitely classed as instances of the chronic generalized form of 
lipoidosis, which, according to Rowland,’ is identical with Schiller- 
Christian disease. In case 2 there were exophthalmos and rarefaction of 
cranial bones. In case 3 there were bony defects in the skull, with 
gingivitis, ulcerations of the mouth and an enlarged liver. Case 4 was 
one of multiple cranial defects and gingivitis with loose teeth. 

Clinically it is difficult to include case 1 in a classification of chronic 
lipoidosis. The disease was present at birth, and after an acute course 
the infant died at the end of the six weeks. This would seem to indi- 
cate acute generalized lipoidosis, either Niemann-Pick disease or the 
acute form of Gaucher’s disease. However, the infant’s parents were 
not Jewish; there was no generalized bronzing of the skin, and although 
there was some enlargement of the liver and spleen, these organs were 
not enormous, as they are in Niemann-Pick disease and Gaucher’s 
disease. The positive clinical findings were a diffuse hemorrhagic 
exanthem, an enlarged liver, a cough with dyspnea and an abnormal 
roentgenogram of the chest, interpreted as showing parenchymatous 
infiltrations of the lungs. The patient showed no exophthalmos, no 
defects in the membranous bones and no polyuria. 

However, except for the absence of cranial lesions, the anatomic 
findings were practically identical with those in cases 2 and 3 as well 
as with those in other reported cases of Schiuller-Christian disease. 
Microscopic examination of the tissues revealed a cellular reaction com- 
parable to that in other cases of Schuller-Christian disease rather than 
to that observed in Niemann-Pick disease or Gaucher’s disease, and 
the lipoid present consisted of neutral fats, fatty acids and cholesterol 
- rather than lecithin or kerasin. 

Statistics have shown that cutaneous manifestations are present in 
only one third of the cases of Schuller-Christian disease. Lubarsch 
stated that when there is extensive involvement of the inner organs 
there is little involvement of the skin. In reviewing more recent cases, 
however, Rowland ® stated that it is probable that in all the cases of 
extensive lesions of the skin there is involvement of the internal organs. 
Our cases testified to the latter observation, as in 3 of them there were 
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pot) an eruption and widespread visceral involvement. In case 1 the 


petechial hemorrhagic bullous exanthem was striking and unusual, not 
in any way resembling the usual hemorrhagic eruption of infants. It 
was <9 unusual that we believe a similar exanthem in another patient 
could be considered diagnostic. In case 2 there was a combination of a 
brownish red papular rash and numerous petechial spots. The papular 
element suggested to one dermatologist a granulomatous lesion resem- 
bling a tuberculid, and the hemorrhagic portion seemed to a second 
examiner evidence of a generalized infection due to Streptococcus 
haemolyticus. In case 3 a bright red papular rash was widely dis- 
tributed and was so dense on the trunk that the papules became almost 
confluent. 

From observations of these cases it would appear that the two types 
of eruption which most commonly occur in Schtller-Christian disease 
are the petechial and the diffuse papular. This coincides closely with 
the opinions of other authors, who in addition to the hemorrhagic and 
papular exanthems have stressed the xanthomatous nodules and papules, 
the seborrhea-like eruption, chiefly of the scalp, and ulcerations of the 
mucous membrane of the mouth. It seems that the diffuse petechial 
hemorrhagic eruption occurs with severe and acute involvement, whereas 
with protracted disease papular or nodular lesions may appear. The 
papules are at first bright red but later assume a yellow or brown 
color from the xanthomatous deposits in the skin. The petechial exan- 
them would indicate that in the more fulminating types there is damage 
to the capillaries, with hemorrhages into the skin. Further study and 
observation of these eruptions may prove them to be as valuable in 
arriving at a diagnosis of Schuller-Christian disease as some of the better 
known signs, such as exophthalmos, polyuria and defects in membranous 
hones. 

Many textbooks on dermatology do not contain a description of 
the primary idiopathic lipoidoses, although in each member of the 
group, and particularly in the disease of Hand, Schuller and Christian, 
eruptions on the skin are described. 


SUMMARY 

Four cases of generalized xanthomatosis (or lipoidosis) are reported. 
lhe disease in all 4 terminated by death, and the autopsy observations, 
gross and microscopic, are recorded. In each patient the condition 
appeared and terminated during the first five years of life. The youngest 
child was 6 weeks of age at the time of death, the oldest 3 years and 
) months. The 3 older patients had chronic lipoidosis of the Hand- 
Schiller-Christian type. In the first case, although the condition was 
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atypical and acute, it was believed to belong in the same group. This 
is, then, the first reported case of Schtiller-Christian disease present 
at birth. 


The cutaneous manifestations which occurred in 3 of the 4 patients 


are described. From these examples and from others described in the 
literature, it would appear that a diffuse red, yellow or brownish req 
papular rash and a widespread hemorrhagic eruption are the most com- 


mon cutaneous manifestations of Schtller-Christian disease. 


Dr. A.’F. Hartmann, professor of pediatrics at the Washington University 
School of Medicine, permitted us to report the cases. 


ABSTRACT OF DISCUSSION 

Dr. GeorGe C. ANprEws, New York: I was deeply interested in this paper 
It is a wonderful contribution to physicians’ knowledge of this subject. In Ney 
York I observed 1 case that fits into this group. The condition was diagnosed 
finally as Hand-Schiiller-Christian disease. The eruptions consisted of recurrent 
attacks of bullae of the scalp over a period of years and of vesicles on the vulva. 
The patient was a child 6 years old. She had exophthalmos and had had two 
operations for a tumor of the skull that histologically proved to be Hand-Schiiller- 
Christian disease. On the vulva there were miliary vesicles which in a day or 
two developed into small ulcers on the inner surface of the labia. <A_ notable 
feature was the symmetric distribution. Cultures showed no Bacillus crassus, 
streptococci or other causative organism. 





ACNE URTICATA POLYCYTHAEMICA 


POSITIVE OXIDASE REACTION IN LESIONS MACROSCOPICALLY 
AND MICROSCOPICALLY 


FRED D. WEIDMAN, M.D. 
AND 
JOSEPH V. KLAUDER, M.D. 


PHILADELPHIA 


The cutaneous conditions best known to be associated with poly- 
cythaemia vera are two: the purplish red color of the skin in general 
and ecchymosis. The former is readily understandable, with the erythro- 
cytes numbering up to 13,000,000 or more. Hemorrhage in the form of 
ecchymosis is also readily explainable, since polycythaemia vera is one 
of the “anemias” referable to essential disease of blood-forming tissue, of 
which hemorrhage is a notorious feature. 

In addition, Kaposi’s+ (1894) acne urticata has been reported as 
associated with this disease in no fewer than 8 cases. We are calling 
special attention to this association and contributing an additional case. 
It is the more interesting because it connotes a reactive process beyond 
the simple regressive ones concerned in ecchymosis, Incidentally, for 
the sake of completeness, scattered examples of other changes will also 
receive mention. 

Acne urticata is emphasized in this communication not only because 
in our case polycythaemia vera was complicated by it, but because we 
have studied another patient with acne urticata in whom no evidence of 
polycythaemia vera, even subclinical, could be elicited. It served as a 
welcome case for comparison. Incidentally, since polycythaemia vera 
is the erythrocytic counterpart of leukemia, it is in order to inquire 
whether cutaneous lesions occurring in association with polycythaemia 
vera, particularly acne urticata, are conceivably analogous to leukemids. 


From the Laboratory of Dermatological Research, University of Pennsylvania. 


Read before the Section on Dermatology and Syphilology at the Eighty-Ninth 
Annual Session of the American Medical Association, San Francisco, June 17, 1938. 

Histologic sections have been deposited in the Army Medical Museum, Wash- 
ington, D. C., Accession no. 58,348, and at the Laboratory of Dermatological 
Research, University of Pennsylvania, Philadelphia, Accession no. 2,770 (the case 
of polycythemic acne) and no. 3,164 (the case of nonpolycythemic acne). 

1. Kaposi, M.: Ueber einige ungewéhnliche Formen von Acne (Folliculitis), 
Arch. f. Dermat. u. Syph. 26:87, 1894. 
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ACNE URTICATA 
Kaposi* employed the term acne urticata to designate a chronic. 
severely pruritic cutaneous disease the lesions of which appear first oy 
the face and later on the extremities, favoring the extensor surfaces. 
The eruption is composed of pale red elevated wheal-like papules ranging 
in size from that of a pea to that of a small coin, on the summits of 
which a vesicle with turbid contents appears. As a result of scratching, 


the vesicle or pustule soon disappears. The surface of the papule 


becomes excoriated and crusted. The lesions undergo involution with 
formation of a delicate scar and pigmentation. The eruption comes out 
in crops, accompanied with severe itching, burning and painful sensa- 
tions. The disease runs a chronic course, lasting for months or years. 

Kaposi regarded the disease as a variety of acne varioliformis. The 
patients he observed did not have polycythaemia vera. Lowenbach, 
who conducted clinical and histologic studies of a patient with the dis- 
ease, expressed the belief that it stood midway between acne varioliformis 
and urticaria perstans. Other writers have placed it in the prurigo 
group of dermatoses. Touton * stressed the face, neck and upper part 
of the back as favorite sites of acne urticata. He reported 2 cases; in | 
the eruption appeared just before each menstrual period. The descrip- 
tion of the eruption of the other patient suggested neurotic excoriation; 
for example, the patient felt compelled to scratch until blood came. 
Touton suggested for the disease the name urticaria necroticans or 


erythema urticatum necroticans. 


REVIEW OF LITERATURE 

The cases of polycythaemia vera complicated by acne urticata will be 
abstracted first. Werther * in 1922 was the first to report such a case. 
The patient was a man aged 24. The erythrocyte count was about 
8,000,000. On the face and neck there was an eruption consisting of 
papules with a central vesicle or pustule. Itching was pronounced. 

A second report was that of Pick and Kaznelson.’ Their patient 
was a man aged 48. For seven years he had small nodules on the face; 
later they appeared on the scalp, the breast, the back and finally the 
extremities. The lesions, most pronounced on the face, were at first 


2. Léwenbach, G.: Ueber Acne Urticata, Arch. f. Dermat. u. Syph. 49:29, 
1899. 

3. Touton: Aetiologie und Pathologie der Acne, Verhandl. d. deutsch. dermat. 
Gesellsch. 6:7, 1899. 

4. Werther, J.: Pruriginédses Ekzem, Zentralbl. f. Haut- u. Geschlechtskr. 
14:295, 1924: Prurigindses Ekzem bei Polycythemia Vera und Asthma, Deutsche 
med. Wchnschr. 51:1819, 1925; Arch. f. Dermat. u. Syph. 151:359, 1926. 

5. Pick, E., and Kaznelson, P.: Ueber eine eigenartige Dermatose bei Poly 
cythaemia rubra, Dermat. Wchnschr. 80:159, 1925. 
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| urticarial papules; later they became brownish red. A vesicle 


rose-! 
pustule appeared in the center followed by a crust. The lesions 


or 
regressed, leaving either pigmentation or a slight scar. At times there 


ail itching. Vasomotor instability was pronounced. The only effective 
treatment was roentgen therapy to the bone marrow, which reduced the 
ervthrocyte count from 8,000,000 to 3,000,000. The cutaneous lesions 
disappeared. The authors suggested the name acne urticata poly- 
cvthaemica. 

~ Richter ° reported a questionable case, the patient being a man aged 
63. The face was bluish red, with numerous telangiectases. Around 
the nose there were inflammatory infiltrations the size of lentils. Richter 
regarded the picture as rosacea with beginning rhinophyma. He 
expressed the belief that what Pick and Kaznelson designated as acne 
urticata was rosacea, to which a patient with polycythaemia vera is 
predisposed. In rebuttal, Pick and Kaznelson? stated that the lesions 
of their patient, unlike those of Richter’s patient, were generalized and 
disappeared when the erythrocyte count became normal. They regarded 
Richter’s patient as having ordinary rosacea, which was unlike what 
they designated as acne urticata. 

Mestschanski’s § patient was a man aged 52. The erythrocyte count 
was about 8,000,000 and the hemoglobin content 116 per cent. The face 
was bluish red. On the scalp, face, neck and breast there were many 
bluish red lentil-sized and pea-sized papules. In the center of some 
there were pustules; others were necrotic or scaly. On the ear lobe 
there were isolated vesicles. On the penis, scrotum and thighs there 
were many bluish red papules and pustules ; the papules were moderately 
infiltrated. Itching was present. Histologic examination showed non- 
specific inflammation. Therapeutic measures for eczema were employed, 
despite which the lesions persisted. 

3ohnstedt ® reported 2 cases. One was that of a man aged 48. The 
erythrocyte count was about 8,000,000, and the value for hemoglobin 
was 135 per cent. The eruption appeared five years after the diagnosis 
of polycythaemia vera was first made. On the face, the neck, both 
surfaces of the trunk and the buttock there were pea-sized papules of 
intense raspberry color, pustules, pigmented spots and delicate scars. 
The scrotum was the site of acute moist eczema. The mucous mem- 
6. Richter, W.: Zu der Arbeit; Eigenartige Dermatose bei Polycythamie, 
Dermat. Wechnschr. 81:1075, 1925. 

7. Pick, E., and Kaznelson, P.: Zu den Bemerkungen Richters zu unserer 
Arbeit: eigenartige Dermatose bei Polycythaemie, Dermat. Wehnschr. 81:1735, 
1925. 

8. Mestschanski, J.: Ein Fall von Acne urticata polycythaemica, Dermat. 
Wehnschr. 85:1350, 1927. 

9. Bohnstedt, R. M.: Ueber krankhafte Veranderungen der Haut bei Poly- 
cythaemia rubra vera, Dermat. Wehnschr. 91:1659, 1930. 
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branes were deep red. The entire skin was reddish. Moderate itching 
s 


was present, together with pronounced dermographism. There wag yo 
improvement after six weeks of treatment. Histologic examination of 
the papules showed only nonspecific inflammation. 

The second case was that of a man aged 56. The erythrocyte count 
was almost 12,000,000, and the value for hemoglobin was 150 per cent. 
The patient had had a red face for years. The eruption appeared six 
months prior to the time he was first examined. On the face, breast. 
back, abdomen and scrotum there were isolated lentil-sized to pea-sized 
nodules which were infiltrated and intense red. Those on the face were 
raspberry color. In addition there were pustules, which regressed, 
leaving pigmentation and a delicate scar. The mucous membranes 
were red, and the skin in general, especially that of the face, was 
bluish red. Itching was moderate; dermographism was pronounced, 
When the involved areas were rubbed, an urticarial reaction ensued, 
with swelling of the papules. Histologic examination showed non- 
specific inflammation. Roentgen therapy to the long bones caused a 
reduction of 2,500,000 in the erythrocyte count. After this treatment 
no new cutaneous lesions appeared. 

Bohnstedt noted the resemblance of the lesions on the face to rosacea: 
however, they were of a more intense raspberry color. Moreover, they 
were not confined to the face and were accompanied by evidence of 
vasomotor instability. 

Ullman’s '° patient was a man aged 55. The erythrocyte count was 
about 8,000,000. The face, the mucous membranes of the mouth and the 
conjunctivas were dark red. On the lower extremities and around 
the umbilicus there was an eruption consisting of firm pea-sized papules. 
The lesions itched and disappeared, leaving pigmentation. In addi- 
tion, the skin of one leg was the site of a scleroderma-like process. 

Gans '! reported the case of a man aged 42. The erythrocyte count 
was 9,500,000; the hemoglobin content of the blood was 124 per 
cent. On the chest there was a palm-sized lesion which was slightly 
raised, light rose color and composed of nodes, which were round or 
oval, slightly raised, discrete and confluent, moderately firm and painful 
on pressure. On their surfaces delicate vascular branches could be seen. 
Irregularly scattered over the entire trunk were similar nodes and 
nodules. Roentgen therapy caused reduction of the erythrocyte count 
and improvement of the cutaneous lesions. 

The microscopic description of the lesions in Gans’s case merits 
special attention, because it is the only case on record in which the 


10. Ullman, K.: Fall von Erythrose mit Hautsymptomen bei Polyglobulie, 
Wien. klin. Wehnschr. 40:859, 1927. 
11. Gans, O.: Ueber spezifische Hautveranderungen bei Erythramie, Virchows 


Arch. f. path. Anat. 263:565, 1927. 
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test was made for oxidase granules in the infiltrating cells; that is, to 


inquire whether they might belong to the granulocytic series which is 


to participate in the general hemopoietic disturbance occurring 


know 
in pr lycythaemia vera. In brief, the changes were as follows: 


Changes were confined to the region of the blood vessels in the sub- 
papillary plexus, in the subcutis and around the appendages. In the 
first location the vessels were extraordinarily dilated. They were 
described as varicose in places. Arteries deep in the cutis exhibited 
endarteritis fibrosa with obstruction in places and either with or without 
thrombosis; when thrombosis was present the vessel and its environs 
were the seat of round cell infiltration, in which the polymorphonuclear 
leukocytes were a little more numerous than elsewhere but were still 
inconspicuous in comparison with the monocytoid cells. The deep veins 
were extraordinarily engorged. The stroma around them had a vacu- 
olated appearance. The vascular endothelium was swollen only in 
places, bulging into the lumen. 

The compelling interest lay in the composition of the perivascular 
round cell infiltrate. This was only a delicate mantle as a rule, but 
occasionally there were nodular exaggerations. The cells concerned 
were (1) hyperplastic adventitial cells; (2) small numbers of poly- 
morphonuclears, mostly neutrophilic and occasionally eosinophilic, and 
(3) oxidase-laden cells. The last-mentioned cells were of medium size, 
with a strikingly small round dark nucleus, which, although not specified 
in the text, was commonly eccentric in the illustration. It would appear 
from the description and the colored illustration that no details could be 
demonstrated in the nucleus; however, since these cells were shown in 
the illustration to be definitely smaller than red blood cells, it is clear 
that they could not be regarded as monocytes or plasma cells. The 
cytoplasm was described as exceedingly scanty and appeared in the 
illustration to be of about the same size as the plasma cell. Gans 
employed von Graff’s oxidase test, with naphthol blue as the reagent, 
and the overwhelming majority of infiltrating cells became solidly 
stained blue. Evidently stains for special cell types, such as azur II, 
were not employed. Gans regarded the cells in question as descendants 
of the myeloid series. 

Andrews '* reported the case of a man aged 45. The erythrocyte 
count varied from 7,000,000 to 13,000,000. The face and scalp were 
deep red and diffusely studded with papulopustules. The shoulders and 
a triangular area on the chest presented intense erythema, with multiple 
papules and pustules. The papulopustules had been present for six 
years, first appearing on the face and slowly spreading over the scalp, 


12. Andrews, G. C.: Polycythaemia Vera, Arch. Dermat. & Syph. 37:527 
(March) 1938, 
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chest and back. Histologic examination of a papulopustule reinoyeq 
from the chest showed only a nonspecific inflammatory reaction about 
the hair follicle, with large numbers of polymorphonuclear leukocytes 1 

Miscellaneous Lesions.—In contrast to the acne urticata in the afore. 
mentioned cases, the cutaneous lesions in the following cases of poly- 
cythaemia vera were variously nonpruritic or exhibited discrete, painful 
red macules, angioma-like lesions or pigmented spots of erythroderma. 

In Ssutejev’s '* 2 cases, in addition to typical redness of the face 
there were disseminate pigmented and painful erythematous macules. 


TABLE 1.—Dermatologic Classification of Polycythaemia Vera 








1. With lividity and ecchymosis (numerous cases) 


2. With acne urticata 
Werther * 
Pick and Kaznelson ® 
Richter ®© (diagnosis questionable) 
Mestschanski ® 
Bohnstedt ® (2 cases) 
Ullman 1° 
Gans 11 
Weidman and Klauder (this paper) 
3. Miscellaneous 
Ssutejev 1% (2 cases) Cases 1 and 2; pigmented and erythematous painful] 
macules 
Case 2; angiomas and brownish red pigmented macules 
Grjasey 14 Painful, violaceous macules 
Sézary and his associates.... Induration and atrophy 
Gans’s citation ™ Erythromelalgia 
Eichenlaub 16 Itchy erythroderma 
Bohnstedt ® kaa Acute eczema (with acne urticata) 
Ullman 1° Scleroderma-like lesions (with acne urticata) 





In 1 the face alone was thus affected. Histologic examination of 
macules showed edema of the papillae, extravasations of blood around 


the vessels and sweat glands and perivascular infiltration composed oi 


lymphocytes, fibroblasts, plasma cells and eosinophils. The author dis- 
cussed the possibility of histiocytes assuming the shape of eosinophils 


as a result of favorable nutritive conditions. 

In the other case reported by Ssutejev '* the skin of the face was 
cherry red. The capillaries were enlarged. There were disseminated, 
dark red angioma-like lesions resembling drops of dried cherry juice 
on a white sheet and brownish red pigmented macules. 

12a. Since this paper was written we have found a reported case of acne 
urticata polycythaemica (Weinmann, H.: Ueber Hautveranderungen bei Poly- 
cythaemia rubra, Inaug. Dissert., Erlangen, 1937). 

13. Ssutejev, G.: Das klinische Bild der Hautveranderungen und die Patho- 
genese der Vaquezschen Krankheit, Venerol. i dermat. 5:744, 1926; abstracted 
Zentralbl. f. Haut- u. Geschlechtskr. 23:672, 1927; Hautveranderungen bei ery- 
thraemia, ibid. 21:406, 1926. 
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(here was painful violet discoloration of the last phalanges of two 
finvers in the case reported by Grjasev.'* This discoloration faded after 
roentgen therapy, which also caused reduction in the erythrocyte count. 

Sézary, Hufnagel and Facquet *° reported the case of a man aged 67 
who presented a diffuse red dry desquamating dermatosis. There were 
no lesions of acne urticata. The skin of the legs was sclerotic and 
atrophic. Histologic examination showed thickening of the epidermis 
and a sclerotic cutis. There were large vascular cavities filled with red 
blood cells, resembling hemangioma. The walls of the vessels were 
thickened. There were two kinds of infiltrate, one composed of histio- 


cytes with occasional lymphocytes, the other of red blood corpuscles. 


A specimen removed from the chest showed enlargement and engorge- 
ment of the superficial capillaries, surrounded by an infiltration of 
histiocytes. In the upper part of the cutis the elastic fibers were absent, 
and there was a band of connective tissue similar to that seen in certain 
forms of sclerodermic atrophy. 

Eichenlaub’s '* patient presented a universal itching erythroderma. 
Histologic examination showed chiefly acanthosis, edema of the papillae, 
dilatation of the lymph spaces and diffuse infiltration, most marked in 
the papillary layer and around the blood vessels. After treatment with 
roentgen rays and phenylhydrazine the eruption disappeared, but it 
relapsed in three months. The red blood cell count remained stationary. 


REPORT OF A CASE OF POLYCYTHAEMIA VERA WITH 
ACNE URTICATA 

Case 1—E. B., a woman aged 57, was first seen in January 1934. She com- 
plained of a “rash on the skin” and itching of several years’ duration. The face 
was first involved; subsequently the neck, trunk and extremities were affected. 
Itching was her chief complaint; it was so severe as to disturb sleep. At times 
it was generalized and occurred at areas not involved by the eruption. Both 
the eruption and the itching persisted despite local and internal treatment, injec- 
tions and roentgen therapy to the involved areas. At times wheals or dermo- 
graphism appeared at the site of scratching. The face and neck flushed easily. 
She had had a tooth extracted in 1931; there was profuse bleeding, which was 
stopped with difficulty. When seen by us she was nervous and tired easily. 
She had not lost weight and had been able to continue her work as a dressmaker. 
Her general health had always been good. Her only illnesses had been the usual 
ones of childhood. 


14. Grjasev, F. D.: A Case of Erythromelalgia Simultaneously with Poly- 
cythemia, Russk. klin. 11:28, 1929; abstracted, Zentralbl. f. Haut- u. Geschlechtskr. 
32:82, 1929-1930. 

15. Sézary, A.; Hufnagel, and Facquet, J.: Les lésions cutanées de l’érythrémie 
(forme cutanée de la maladie de Vaquez), Bull. Soc. frang. de dermat. et syph. 
41:408, 1934. 

16. Eichenlaub, F. J.: Polycythemia with Dermatosis, Arch. Dermat. & Syph. 
19:1000 (June) 1929. 
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Physical Examination—The patient was moderately well nourished. The 
teeth were false; the tonsils were embedded. Examination of the chest gave essen. 
tially negative results. There was a systolic murmur at the aortic area: the 
second sound was accentuated. At different times the blood pressure varied from 
150 to 170 systolic and from 100 to 110 diastolic. The liver and spleen were 
palpable at the level of the umbilicus; their edges were painful. The splenic notch 
was easily palpable. The liver was smooth and firm. The lymph nodes were not 
enlarged. 

Roentgen Examination—The liver and spleen were greatly enlarged. The 
enlargement of the latter was peculiar in that it was longitudinal and did not 
extend across the abdomen. There were numerous calcareous densities in the 
spleen, which were probably healed tubercles. There was no evidence to indicate 
the cause of the splenic and the hepatic enlargement. The kidneys were of average 
size and position. The gallbladder gave a poor response to the Graham test. 
Cholecystitis was suspected, since the first portion of the duodenum was greatly 
dilated and there was delay in the second and third portions. These changes were 
so pronounced that they indicated long-standing interference, probably caused by 
adhesions rather than by the enlarged liver. There was no evidence of organic 
involvement of the stomach or of the small or large intestine. 


Examination of Skin—The color of the skin was normal (see also under 
“Course”). There was vasomotor instability, manifested by pronounced dermo- 
graphism and by transitory facial flushing which descended to the neck and the 
upper part of the chest. Scattered over the face, scalp, neck, upper part of the trunk 
and chest and to a less degree the lower part of the back, the buttocks, the 
abdomen and the extremities there were discrete wheal-like papules (fig. 1). They 
were flesh colored, firm and somewhat infiltrated and ranged in diameter from 


0.25 to 1 cm. The skin surrounding the papules was normal. The surfaces of 
many of the lesions were intact, but on others there was a small hemorrhagic crust 
produced by scratching or an adherent firm round flat black crust. The latter 
occupied only the center of the papule. On the summits of other lesions, visible 
only on close inspection, there was a minute vesicle or pustule. On the clear skin 
there were scattered areas of slight pigmentation, together with superficial delicate 
round smooth scars. These areas corresponded in size to those of the papules and 
doubtless represented the remains of former lesions. 

Benzidine Stain of Cutaneous Lesions—Our method was based on Graham's 
method for histologic sections. A filtered saturated solution of benzidine in 0.2 
per cent hydrogen peroxide was employed. About 0.4 cc. was injected into one 
of the urticarial papules. In eight to ten minutes the papule became greenish 
brown. The discoloration was confined to the papule and persisted for about 
twenty-four hours. The patient refused to permit the injection of benzidine into 
an area of uninvolved skin as a control. However, we injected the chemical into 
the normal skin of 3 different persons and also into a pustule of acne vulgaris 
of another patient. All of these injections gave negative results. The intra- 
cutaneous benzidine test in the case of acne urticata without polycythaemia vera 
(case 2) also gave a negative result. 

Laboratory Examination—The range of thirteen blood counts made in one 
month was: erythrocytes, 5,010,000 to 8,500,000 ; leukocytes, 15,300 to 32,900; hemo- 
globin, 90 to 113 per cent. The range for the hemoglobin indexes was 0.53 to 0.9. 
The differential count resulted as follows: polymorphonuclears, 91 per cent; 
immature polymorphonuclears, 1 per cent; lymphocytes, 5 per cent; myelocytes, 
3 per cent; eosinophils and basophils, none, and erythroblasts, none. There was 
no poikilocytosis or anisocytosis. Chemical examinations of the blood showed 
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uric acid, 8.8 Gm. ; dextrose, 76 Gm.; urea nitrogen, 20 Gm., and creatinine,1.4 Gm. 
per hundred cubic centimeters. The urine, examined at different times, showed 


amounts of albumin ranging from a trace to a marked trace. Hyaline and 


granular casts were present. The Wassermann and the Kahn test gave negative 


results. 

Histologic Examination.—Frozen sections were stained with hematoxylin and 
eosin, with Giemsa’s stain, by Graham’s method for oxidase granules and by a 
combination of Giemsa’s and Graham’s methods. 





Fig. 1 (case 1).—Acne urticata in a patient with polycythaemia vera, showing 
urticarial papules, on the summit of which a minute vesicle, a pustule or a black 
adherent crust is present. Some papules are excoriated. 


The epidermis was apparently normal except for a small cyst at the bottom 
of a slight epidermal thickening. Its contents could not be judged, because they 
had escaped during manipulation of the frozen sections, but apparently they had 
been fluid only. It had a sharp lining and was not of the type of the vesicle of 
eczema, because there was no surrounding spongiosis of importance. It was 
strictly intraepidermal, except that its floor was ruptured and a mass of infiltrative 
cells projected far into it from the corium. The basement membrane and the 
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immediately adjacent fibrous tissue were granular, stained intensely pink and were 
infiltrated by small quantities of fibrin, suggesting a severely toxic degenerative 
change. Immediately adjoining there was a narrow zone of degenerate spindle 
cells with pyknotic and deformed nuclei. It is to be emphasized that polymo pho- 
nuclear leukocytes were scarce in any part of the section. In short, the tissye 
reaction in the neighborhood of the vesicle was practically nil; at most there was 
only a narrow zone of localized toxic degeneration immediately adjacent to it. 

In the corium the outstanding feature was round cell infiltration, which diffused 
widely from all sides of the vesicle. It extended from the basement membrane 




















Fig. 2 (case 1).—Section, showing intraepidermic vesicle, minor necrotic focus 
beneath and diffuse distribution of the cellular infiltration with special concentra- 
tion around the blood vessels (hematoxylin and eosin). 


to the midcorium, together with narrow mantles around some of the blood vessels 
in the deeper parts. Whereas the cells occurred somewhat more densely around 
the blood vessels, they still occupied other positions in large numbers; that is, they 
were abundantly and diffusely distributed in the collagenous interspaces. 

Of the cells concerned in the infiltrate, polymorphonuclears were practically 
absent. Mastzellen occurred in small numbers indeed, mostly around the blood 
vessels. Lymphocytes were few. Only one or two eosinophilic leukocytes were 
met. Plasma cells could not be identified. 
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The overwhelmingly preponderant cell may be tentatively called a macrophage ; 
is a problem as to what it really was, as may be gathered from Gans’s attitude. 


Because of its rather small round nucleus and variably broad cytoplasm a plasma 
was suggested, particularly since the nucleus was frequently eccentrically 
However, the characteristic structure of the plasma cell nucleus could 


cell 
placed. 
not be demonstrated. The nuclei were pale and washed out and varied widely in 
size; i. €., some were three or four times as large as others, in which case they 
were occasionally ovoid. In no case could the larger vesicular character of the 
nucleus of a monocyte be observed. There was variation also in the cytoplasm. 
Smaller examples were sharply outlined and about the size of a plasma cell, 





Fig. 3—Specimen prepared by Graham's benzidine method for oxidase granules, 
showing faithfully the richness of the oxidase granule production in the corium. 


the rim of cytoplasm clearly indicated around the nucleus. The larger ones were 
up to three or four times the size of the smaller, in which case the cytoplasm 
had a rarefied appearance. 

By Graham’s benzidine method oxidase granules were brought out in such 
abundance as to obscure the nucleus completely ; indeed, it was only by continuous 
observation under the microscope during the staining process (before the granules 
became too deeply stained) that the location of the oxidase granules in these 
cells was finally established in both nucleus and cytoplasm. The outlines of the 
cytoplasm were indefinite in these larger cells, so much so that in sections stained 
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with hematoxylin and eosin they completely fused into a syncytium within which 
the nuclei were indiscriminately distributed. In a way they might thus be regarded 
as foam cells, such as are seen in xanthoma, except that they were not as la ge 
and the granulation was not as uniform or as fine and definite. There was also 
an intermixture of extremely delicate fibrillae. Since the rarefied appearance was 
doubtless due to cramming by oxidase granules, the latter naturally led to a different 
order of foaminess from that of lipoids.17 Perhaps, too, the swollen pallid char- 
acter of the nucleus was due to the presence of preoxidase materials, but it could 
also be regarded as the karyolysis which is common to degenerative cellular 


Fig. 4.—Section, showing infiltration by oxidase-bearing cells (Graham’s 
benzidine preparation). Several small round nuclei can be seen within the adven- 
titia of an arteriole at the bottom of the photograph and may implicate Marchand’s 
cells with the proliferating cells. 


states (e. g., cloudy swelling). After analysis of the changes described, the 
histologic picture becomes distinctive, although at first sight it is not. It may be 


regarded, indeed, as diagnostic. 
Neither erythrocytes nor erythroblasts could be identified in the infiltrate or 


in the blood pigment. 


17. Staining with sudan III did not reveal any lipoid substances. 





DMAN-KLAUDER—ACNE URTICATA POLYCYTHAEMICA _ 657 


rhe blood vessels uniformly exhibited moderate swelling and hyperplasia of 
adventitial and lining endothelial cells. The walls of Jarger vessels were 
lematous, and a fibrinous thrombus was observed in a capillary near the vesicle. 
ne place a colony of extremely small cocci occupied the lumen of a capillary, 


and there were two similar colonies nearby in the lymphatic spaces. There were 
no special reactive tissue changes associated with them. Unfortunately, the deepest 


parts of the skin, containing the appendages, were not included in the sample 


of tissue. 


Fig. 5.—Section, illustrating the character of the infiltrating cells. The small 
round nucleus, the obscure outlines and the clear cytoplasms can be seen. One 
of the cells (c.c.) appears to be arising de novo in a collagenous bundle (hema- 
toxylin and eosin). 


Oxidase Stain: The brown granules were present in such abundance in the 
frozen sections that the lesion was clearly outlined macroscopically within five 
minutes after immersion in the benzidine solution. They were located in abundance 
free in the interstices of tissue and mostly within two kinds of cells, macrophages 
and spindle cells. As to macrophages, both nucleus and cytoplasm contained 
the granules. They occurred rather regularly, sometimes in masses, within the 
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lumens of blood vessels. As to spindle cells, those at the periphery of the lesion, 
i. e€., immediately beyond the focus of macrophages, were the more markedly 
involved. Obviously they must have been phagocytic. However, the granules 
did not occur in cells at the extreme lateral margins of the section, which indicates 
that the tissues of the body at large were not the subjects of the oxidase changes, 
In addition, basal cells of the epidermis contained oxidase granules, but at only 
a few scattered places and in small numbers. A few were also observable in 
the lining endothelium of blood vessels. The combined Giemsa and oxidase 
method was useful for demonstrating that, tinctorially at least, there was no 
transition between the granules of Mastsellen and macrophages. 


COMMENT ON HISTOLOGIC PICTURE 

The reaction, at least in the lesion selected for study, was not out- 
standingly acute. Nevertheless it was clear that in the neighborhood 
of the vesicle there was severe damage to tissue, as indicated by the 
toxic degeneration. The fibrinous thrombus, while a solitary one, should 
be accorded importance because Gans also described this lesion. After 
this, the absence of polymorphonuclear leukocytes arouses curiosity, par- 
ticularly since other authors have rather uniformly emphasized this 
feature. In this situation there is a possibility that the lesion we studied 
was a regressing one. We hesitate to give this explanation, however, 
until every other possibility has been exhausted; for example, the fact 
that there was not a leukocytic reaction around the colonies of bacteria 
would indicate that the species of micro-organism was not leukocyto- 
tropic. 

In any event, the compelling interest, histologically, is in the identity 
of the “macrophages.” In this connection the question is pertinent 
whether in the presence of polycythaemia vera such cells may be repre- 
sentative of blood-forming tissue. It is conceded that in polycythaemia 
vera cellular hyperplasia is not confined to the erythrocytic series. The 
granular series is also involved, although less pronouncedly. It is not 
uncommon, for example, for myelocytes to appear in increased numbers 
in the circulating blood. It is, therefore, theoretically possible for them 
to accumulate in the skin as they do in myelogenous leukemia. Doubt- 
less Gans reasoned similarly when he concluded that in his case the 
comparable oxidase-laden cells were members of the granular series. 

There are obstacles, however, to such a conclusion. Of the granulo- 
cytic cells, certainly these cells were not polymorphonuclear leukocytes. 


Equally certainly they were not monocytes; the nucleus was not large 
enough, and there was no reticular arrangement of the chromatin; nor 
were the cells large enough. Moreover, such cells do not give the 
oxidase reaction in tissue, although they may do so in smears. Myelo- 
cytes may likewise be ruled out on purely morphologic grounds. 
Whether free derivatives of the adventitial cells of Marchand could enter 
into consideration is only a possibility. 
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In this dilemma we would call attention to the fact that not only the 
“macrophages” but the spindle cells contained the oxidase granules ; that 


is, it is certain that in part, at least, the granules appeared intracellularly 
simply as a result of phagocytosis. It must be granted, therefore, that 


macrophages, if present, would perform similarly. The origin of such 
macrophages in the skin in our sections was suggested by the observa- 
tion of certain cells transitional (morphologically ) between fixed con- 
nective tissue cells and macrophages. Here we were impressed by the 
similarity to the tissue changes of xanthoma, merely replacing the finely 
dispersed lipoidal substances by the coarser oxidase granules. For 
example, the oxidase granules occurred within cells around blood vessels 
particularly and led to cytologic changes analogous to those leading to 
and occurring in foam cells. The order of nuclear change is also similar. 
Because of this, it should not be necessary to invoke hemopoietic cells of 
the granulocytic series in this lesion any more than in xanthoma. 

What, then, is the source of the oxidase granules? If there had been 
a marked leukocytic reaction at the beginning of the lesion it is con- 
ceivable that oxidase granules remained behind and that the reaction 
seen was a simple scavenger process with the macrophages mopping up 
the residual oxidase granules. In the absence of such knowledge, how- 
ever, the final opinion must be held in abeyance. An alternative explana- 
tion, namely, a specific property of certain cutaneous cells to elaborate 
oxidase granules, would be an entirely new thought as to function of 
cutaneous cells and one which could not be claimed on the basis of 
present knowledge. Theoretically, however, since hemopoiesis is a func- 
tion of tissues at large and not only of marrow, certain cells of undiffer- 
entiated mesoblastic tissue destined for the skin could proceed in their 
differentiation along the same lines as stem cells of marrow (including 
myelocytes) but only part way. In short, the principle of anlages, well 
known in oncology, might be applied, with modifications, to the normal 
spindle cells of the skin. Under the influence of the general systemic 
etiologic agent for polycythaemia vera, such cells would participate in an 
accentuation of the oxidase function that was part of the general disease 
process. Such a concept, while purely theoretic, is analogous to the 
situation for Marchand’s adventitial cells and the development of abnor- 
mal hemopoietic cells through reticuloendethelial tissue as exemplified 
in certain of the leukoses (the reticuloendothelioses ). 

The problem, in short, is parallel to the one that obtains in xanthoma 
(table 2). The macrophages would be autochthonously capable of 
elaborating oxidase under certain conditions at present unknown, just 
as Marchand’s cells are capable of developing into free elements of 
reticuloendothelial tissue. Physiologic differences only would determine 
the difference between the xanthoma cell and the oxidase cell. The one 
is a young connective tissue cell with the potential capacity for elabo- 
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rating lipoids when the “stimulus” becomes appropriate, while the «ther 
is the same kind of cell fundamentally but with potentialities jr: the 
direction of oxidase. 

To summarize, final judgment cannot now be pronounced as to the 
identity of the oxidase cells, but we think that the evidence suggests a 
fixed tissue origin in situ, with assumption on the part of the cells of an 
oxidase-producing function. This concept would represent a new bio- 
chemical property for cutaneous and perhaps other tissue cells analogous 
to that for xanthomatosis. 


DIFFERENTIAL DIAGNOSIS 
There should be no difficulty in differential diagnosis even in routine 
sections stained with hematoxylin and eosin, provided the special cells 


TABLE 2.—Comparison of Xanthomatosis and “Dysoxidasosis” (Excluding 
Chemistry of the Blood) 











Xanthomatosis Dysoxidasosis 


General constitutional] disease..... Disturbance of lipoid Disturbance of blood- 
metabolism forming tissue 


Tissue reaction Cellular hyperplasia with Cellular hyperplasia with 
infiltration infiltration 


Cells involved Hyperplastic spindle* cells Hyperplastic spindle* cells 
(in presence of acute or (in presence of subacute 
subacute reaction); reaction); endothelium 
endothelium of vessels; of vessels; epidermis 
epidermis (very sparingly) 

Location of abnormal substances Intracellular and extra- Intracellular and extra- 
cellular cellular (including nuclej) 


Changes in cells................+-- Nucleus degenerative; cyto- Nucleus degenerative; cyto- 
plasm swollen and delicately plasm not foamy but still 
foamy; Outlines obscure rarefied; outlines obscure 


Anatomic distribution Predilection for perivascular Predilection for vascular 
spaces but occurs elsewhere spaces but occurs elsewhere 





* Fixed cells of mesenchyme. 


are analyzed, without omission of the cytoplasm. Even in the absence 
of such analysis the diagnoses of eczema and leukemia can be excluded. 
For eczema the vesicle was too deeply located and the surrounding epi- 
dermal cells were not in the state of spongiosis consistent with that 
diagnosis. For leukemia the infiltration should be deeper and the vesicle 
absent. For xanthoma the cytoplasms of the special cells were not 
sufficiently homogeneous in their granularity; there was a factor of 
shreddiness or fibrillation inconsistent with that disease. Of course, the 
positive outcome of the oxidase test is definite in differential diagnosis. 


ANALYSIS OF HISTOLOGIC OBSERVATIONS (ACNE URTICATA 
POLYCYTHAEMICA ) RECORDED IN THE LITERATURE 


The histologic character of nonpolycythemic acne urticata will not 


be discussed, because there is general agreement concerning it. For the 
polycythemic form, Gans published the first important message, because 
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it suggested, through its oxidase granules, a relation, however indirect, 
with, the hemopoietic tissue which was obviously disturbed in the poly- 
cythemic processes. As in our case, it had shortcomings not only 
concerning accurate identification of the oxidase-laden cells but con- 
cerning appraisal of their histogenesis. We feel that our studies have 


nced a step farther by assignment of the cells in question (at least 


1y,- 
adva 
in part) to the fixed mesenchymal derivatives occurring in the collage- 


nous tissue and by comparison with a similar state of affairs for the 
xanthoma cell, on which there is a rich literature. 

Mention should be made of the employment of the term histiocyte 
in the histologic reports of cases in which acne urticata was not present 
(Sézary, Hufnagel and Facquet;*® Ssutejev**), because the cells 
reported as such might have appeared similar to those in our case and 
in Gans’s when the latter were stained only with hematoxylin and eosin. 
In such case there would be a greater number of instances of oxidase- 
bearing cells than the 2 (Gans’s and ours) now on record. In all of the 
remaining cases reported in the literature only a nonspecific inflamma- 
tion has been recorded. For the most part the descriptions have been 
of the sketchiest kind and have carried no intimation that a relation 
between the cells of the cutaneous lesion and of hemopoietic tissue was 
considered. 

COURSE 

The color of the skin was normal except when the erythrocytes 
increased to about 8,000,000, at which time the face, lips and buccal 
mucosa assumed a purplish tint. At different times ecchymosis appeared 
on various parts of the skin. Occasionally there was epistaxis. 

At the time of writing (April 1938) the eruption is more pronounced 
than when first seen, in 1934. The lesions are not permanent but occur 
in crops which disappear and reappear, leaving inconspicuous scarring 
and pigmentation. The face, neck and arms are at times free of erup- 
tion, but the upper part of the back and chest, the areas of predilection, 
were always the sites of a varying number of lesions. Papules capped 
with a vesicle or pustule were not always present at a given examina- 
tion; apparently they were of short duration, doubtless removed by 
scratching, but hemorrhagic or black crusts were present at all examina- 
tions. Frequently a linear arrangement of papules was observed. This 
was probably due to scratching, since papules (at times) appeared in 
the area of dermographism caused by stroking of the skin. 

The number of lesions and also the itching were less pronounced 
when the erythrocyte count was reduced after phenylhydrazine therapy, 
although at times there were exceptions. Emotional upset was followed 
by an outcrop of papules. 
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THERAPY 
Phenylhydrazine was administered when the erythrocyte coun 
7,000,000 to 8,000,000 and discontinued when the count was reduce 
4,000,000 or 5,000,000. This therapy has been effective in contr 
the disease and making the patient comfortable, although she was 
pelled to discontinue her work as a dressmaker. 


REPORT OF A CASE OF ACNE URTICATA WITHOUT 
POLYCYTHAEMIA VERA 


Our experience with this case is included here because it afforded 


an opportunity for comparison with a case of polycythaemia (case | 


Case 2.—E. S., a white woman aged 30, a housewife, complained of an eruptio: 
of three months’ duration which came out in crops, usually after an emotional 
upset. Itching was present, but was not severe enough to disturb sleep. She com- 
plained of being tired and “nervous.” Her face flushed easily, and her skin became 
red when she took a hot bath. She had never had urticaria or other complaints 
and considered herself in good general health. 

Physical Examination.—The patient was well developed and appeared to be ii 
good health. The color of the skin and mucous membranes was normal. There 
was pronounced dermographism. On the forearms, thighs and back there was a 
scanty eruption of shotlike urticarial papules. On the summit of some there was 
either a minute vesicle or a firm adherent black crust. No pustules were seen 
at any of several examinations. A few of the papules exhibited an erythematous 
halo and resembled lichen urticatus. On the forearm there was a group of about 
six papules. The face, neck and scalp were uninvolved. On the forearms and 
thighs there were a few inconspicuous scattered rounded flat shiny scars and 
rounded areas of light brown pigmentation. General physical examination showed 
no important deviations from normal. The intracutaneous benzidine test gave a 
negative result. 

Laboratory Examination.—Examination of the urine disclosed no abnormalities 
The blood showed 85 per cent hemoglobin. There were 4,610,000 red blood cells 
and 6,600 white blood cells per cubic millimeter. The differential count showed 
64 per cent polymorphonuclear leukocytes, 25 per cent lymphocytes, 2 per cent 
large lymphocytes, 2 per cent granular monocytes and 1 per cent eosinophils. 

Histologic Examination.—In a piece of skin from the forearm the epidermis 
exhibited a moderate grade and uniform type of acanthosis throughout. The inter- 
papillary pegs were broadened in a uniform way and but slightly elongated; all 
of them reached about the same distance into the corium. Intracellular and inter- 
cellular edema was marked but amounted to spongiosis in only one place, in that 
place but slight. Here there was an intraepidermic vesicle, under which th 
fibrous tissue was edematous. Indeed, the basement membrane was destroyed at 
places, so that, strictly speaking, part of the vesicle extended into the underlying 
fibrous tissue. In this respect it conformed in a way to the vesicle of Duhring’s 
disease. 

The vesicle contained loosely fibrillar and granular material together with 
degenerated epithelium, few polymorphonuclear leukocytes (mostly eosinophilic) 
and a little fibrin. It was overlaid by a fairly thick cap of parakeratotic material, 
which was somewhat excavated or even broken in the center, as though by scratch- 
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It appeared to have developed as the result of exudation of fluid from the 

m rather than by hydropic degeneration of epidermal cells and spongiosis. 
the corium the features were prosaic enough, being simply those of non- 
diffuse inflammatory infiltration. Thus, around the subpapillary plexus 
vessels the tissue was somewhat edematous but richly infiltrated with lympho- 
; and a few polymorphonuclears and Mastzellen. Special staining by Giemsa’s 
hod and by Graham’s method for oxidase showed small or moderate numbers 
xidase-laden cells located in the vesicle and through all levels of the corium. 
were distributed sparingly and uniformly; i. e., without any predilection for 
of the special structures of the skin. That is, perivascular positions were 
verely avoided. Spindle cells at the extreme margins of the lesion were laden 
oxidase granules. Nearly all of the polymorphonuclear leukocytes were 
sinophilic and laden with oxidase granules and accounted for practically all 
i the oxidase cells in the section. The mononuclear cells in question in case 1 


ef 


re not present. 

Special care had to be exercised to identify the cells, because the brown granules 
vere so dense and/or confluent as to obscure the nucleus completely. This problem 
vas overcome by first staining a frozen section in weak hematoxylin until the 
nucleus could be identified. While still wet the section was treated with benzidine 
and watched continuously under the microscope until the brown granules became 
faintly but sufficiently stained. The staining was then stopped, and the preparation 
vas cleared and mounted. In this way the nucleus remained visible and the 
oxidase granules sufficiently brown to permit easy and certain identification of 
the characters of the nucleus. 

Careful search was made for essential cells of the blood-forming tissues, but 
none were found. Nor was there any tangible evidence of edema (evidence of 
urticarial fluid). 

To summarize, the histologic changes were largely those of eczema except that 
the vesicle was located too deeply, thus falling closer to the category of Duhring’s 
disease. The positive oxidase reaction did not indicate essential disease of blood- 
forming tissue; all of the special granules could be referred to kinds of cells 

mmonly reactive in acute and subacute inflammation. 


COMPARISON OF ACNE URTICATA WITH AND WITHOUT 
POLYCYTHAEMIA VERA 

Except for the livedo there were no differences between the two 
clinically. The clinical benzidine test, however, gave a positive result 
in the one and not in the other. Histologically, too, they were identical 
except in one or two respects. Of less importance was the definite 
infiltration by eosinophilic polymorphonuclear leukocytes in the case 
in which polycythaemia vera was not present. However, the pronounced 
oxidase features in the case of polycythaemia vera, with the substitution 
of macrophages for leukocytes, marks an important distinction between 
the two. If this feature was found to be constant it would be a pathogno- 
monic differential diagnostic criterion; or, put in another way, if the 
oxidase features and the eosinophilic leukocytes were transposed from 
the one lesion to the other, the end pictures would be the same (but 
reversed as to diagnosis). It is safe to state the situation this way on 





664 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


making allowance for the differences in histologic appearance which 
can depend on stages of development of a lesion in one and the same 
disease. 

For the present, however, and until a sufficient number of cases haye 
accumulated on which to base really dependable conclusions and prove 
otherwise, it is proper to assume that polycythaemia vera, at least jn 
some cases, can be diagnosed from histologic examination alone. 


CLINICAL ANALYSIS OF THE CUTANEOUS COMPLEX OF 
POLYCYTHAEMIA VERA 

The cutaneous lesions described as occurring in patients with poly- 
cythaemia vera are variable and are shown in table 1. Acne urticata 
has been more frequently associated with polycythaemia vera than has 
any other eruption. The distinctive features of the acne urticata—the 
urticarial papule with a central vesicle or pustule, the black, adherent 
crust, the residual pigmentation and the delicate scar—differentiate it 
from acne varioliformis, urticaria perstans and neurotic excoriations and 
from lichen urticatus, which it more closely resembles. 

In both our patients with acne urticata there was vasomotor insta- 
bility—easily induced flushing and dermographism—and in both a crop 
of new lesions appeared after emotional disturbance. Vasomotor insta- 
bility was present in other reported cases of polycythaemia vera. 

Acne urticata is not a specific eruption for polycythaemia vera. When 


the lesions of this eruption react positively to an intracutaneous benzidine 
test, however, it may constitute a specific eruption for polycythaemia 
vera. In this event it is analogous to a leukemid and can be designated 


as polycythemid. 
SUMMARY AND CONCLUSIONS 

Acne urticata may occur as a cutaneous manifestation of polycy- 
thaemia vera in addition to lividity and ecchymosis ; since it is analogous 
to a leukemid it might be designated as a polycythemid. A report is 
made of a case of polycythaemia vera with acne urticata. The clinical 
complex acne urticata occurs, moreover, apart from polycythaemia vera. 
A case of this type is also reported here. 

When benzidine was injected into the cutaneous lesions of the patient 
with polycythaemia vera, a greenish brown color ensued. This finding 
promises to be of value in clinical diagnosis as an indicator of the 
presence of oxidase-bearing cells, including certain ones occurring in 
polycythaemia vera. It would probably occur also in myelogenous 
leukemia. This test gave a negative result in the patient with acne 
urticata who did not have polycythaemia vera. 

The tissue reaction in the skin of the patient with polycythaemia 
vera was subacute but was attended by hyperplasia of peculiar oxidase- 
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cells the identity of which was not established with certainty. We 
that they were spindle cells of the collagen bundles which in the 

ence of the blood dyscrasia vicariously elaborated oxidase. Of the 
different cutaneous lesions reported as occurring in association with 
nolvcythaemia vera, acne urticata had been most frequent. Of the 8 


I 


reports of acne urticata polycythaemica only 1 carries mention of oxidase 


oranules in the infiltrating cells. Our case is the second. 


ABSTRACT OF DISCUSSION 
Dr. J. GARDNER Hopkins, New York: This interesting presentation has called 
‘ttention to a condition which, although rare, is distinct. Here is a cutaneous 
esion which has not only special clinical characteristics but a histologic picture 
which it is possible to identify readily even though it may not be possible to 
interpret it. 

The interesting and baffling question is, What are these cells which give an 
oxidase reaction? Like Dr. Weidman, I sought the help of a dermatopathologist 
and a general pathologist, and they were unwilling to identify the cells definitely. 
Except for the little shotlike pyknotic nuclei the cells look like macrophages or 
histiocytes, and that, I think, would fall in with Dr. Weidman’s idea of their 
resembling foam cells. The best interpretation I can offer is that these are 
probably phagocytic cells—histiocytes, if one wishes to call them that, which 
have phagocytosed some material which gave this reaction. In this case one 
would be tempted to assume that that material was derived from red blood cells; 
that there was in these inflammatory lesions some destruction of red blood 
cells which had resulted in débris which still gave the oxidase reaction although 
it had lost any morphologic resemblance to erythrocytes, and that this débris had 
been taken up by phagocytes. 

Dr. JosepH V. Kiauper, Philadelphia: I am glad of the opportunity of study- 
ing this patient with Dr. Weidman. He asked me to discuss the clinical aspects, 
which time did not permit him to do. We first saw the patient about four years 
ago. At that time the outstanding complaints were nervousness, itching, general- 
ized pruritus, easily induced fatigue, vasomotor instability and flushing of the face. 
The diagnosis of cutaneous neurosis was suggested. The patient presented what 
appeared to be many scratch marks. The cutaneous picture then was much less 
pronounced than it is now. Further observation on different occasions showed 
that the primary lesion was a papule. 

The course of involution of that papule appeared to be this: The papule was 
either scratched, a hemorrhagic crust being left, or a minute vesicle appeared 
in the summit which later became a pustule, and still later a black crust appeared. 

Further study made the diagnosis of polycythaemia vera apparent. The red 
blood cell count never was over 8,000,000, and the cutaneous discoloration char- 
acteristic of polycythaemia vera was not present. 

We were not sufficiently familiar with Kaposi’s acne urticata to make the 
diagnosis of acne urticata at that time, but subsequent studies and observations 
led to this diagnosis. It appeared that the same type of lesion was first described 
by Werther as recently as 1922 occurring in association with polycythaemia vera. 
It is interesting to note in this case the same type of lesion with a different cause. 

Dr. R. H. Crockett, San Antonio, Texas: I have had under occasional roentgen 
treatment for fourteen years a patient with an enlarged spleen, who has definite poly- 





666 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


cythaemia vera, with from 7,000,000 to 13,000,000 red blood cells. The face js 
very red. The spleen is very large. From 30,000 to 70,000 white blood ‘cells 
present, but the patient has never shown any acne or any urticarial reactions 

I wonder if variation in percentages of body fluids (such as the blood) might 
not have a profound effect on disease processes. May it not be that acne associated 
with polycythemia is different from acne not associated with this condition: 

I should like to ask Dr. Weidman if he tried the benzidine color reactio: 
cases of polycythaemia vera unassociated with acne. 


are 


Dr. Jesse Errerson, Portland, Ore.: I wish to report a case of polycythemia 
handled in Portland, Ore., by Dr. Ralph Dodson, of the Southern Pacific Company 
The patient, a woman about 36 years of age, had had polycythemia for about a 
year. She had been given benzedrine, and it kept her in good shape, but at on 
time when I was called to see her she had severe urticaria. Of course I did not 
make any examination of the papules, but I tried to relieve the severe itching 
of the urticaria. I experimented with arsenic, which gave her temporary relief 
only (for about a month), and then the urticaria returned. 

Dr. Frep D. WempMAN, Philadelphia: In reply to Dr. Crockett: We did not 
determine the benzidine color reaction in cases of polycythaemia vera unassociated 
with acne. Such cases are rare, and none has come into our hands. Needless t 
say, additional work would be necessary on this clinical test before it would be 
shown to have any value at all. One would expect a priori that the injection of 
benzidine into any focus which contained oxidase granules (a suppurative focus 
with its polymorphonuclears, for example) would give a positive oxidase reaction, 
but such was not the case. We injected the benzidine into a pustule of acne 
vulgaris, and the reaction did not occur. I dare say that the reason for this 
difference is purely quantitative—the difference between the enormous number 


of oxidase granules in the lesions in our case and the comparatively small 
number in the lesion of acne vulgaris. 


Dr. Hopkins indicated an alternative explanation for the presence of the 
granules in these cells, namely, on the basis of phagocytosis as against, for example, 
an autochthonous origin—that is, developed in situ within the cells. We have dis- 
cussed that possibility in our paper. It is possible that at some previous stage 
the particular lesion that Dr. Klauder excised did contain leukocytes; that the 
lesion had undergone partial involution; that these phagocytic cells were simply 
mopping up and represented a scavenger reaction. Of course, we cannot pronounce 
dogmatically in that respect on the basis of a single case, and that is one weak- 
ness of this presentation. However, these cases are so few and far between that 
we were not justified in waiting until additional cases came along. 

I felt that the condition was an autochthonous formation. Perhaps I was 
influenced in that by Gans, who reported the only other case in which a similar 
observation had been made—that is, the presence of oxidase cells. In his opinion 
the cells concerned were in some way related to the granulocytic series. 





OSITIVE WASSERMANN REACTION IN SPIRO- 
CHETAL INFECTIONS OTHER 
THAN SYPHILIS 


REPORT OF A CASE 


THOMAS W. MURRELL, M.D. 


RICHMOND, VA. 


When a scientific subject is carried to a layman it receives a layman’s 
interpretation, and one of the layman’s convictions is that the comple- 
ment fixation (or Wassermann) test is all the word test implies and, 
when positive, proof of syphilis. 

On this conviction many laws have been passed, or are in the making, 
by which a negative Wassermann reaction is a prerequisite to matrimony. 
Since, however, the existence of an occasional false positive reaction is 
an accepted fact, it naturally follows that many disagreeable situations 

in the making, and the incidence of the false positive reaction 
becomes a matter of increasing importance. 

The whole question of false positive reactions has been most 
guardedly treated by those who report them. The possibility of cross 
infection, the fear of laboratory error and perhaps respect for the apple 
cart of public health has resulted in so much soft pedaling that the fact 
that conditions other than syphilis may normally cause a positive Was- 
sermann reaction is far from being common medical knowledge. Yet 
the accompanying table taken from Stokes * shows what confusion may 
come to a master clinician. 

Laubenheimer and associates? reported the positive reaction to be 
common in yaws, nodular leprosy, experimental trypanosome infection 
in rabbits and spotted fever at its height, frequent in malaria and 
occasional in ulcus molle when buboes are present, in cutaneous tubercu- 


losis and in scarlet fever at its height. 


Read at the Sixty-First Annual Meeting of the American Dermatological 
Association, Inc., Del Monte, Calif., June 9, 1938. 

1. Stokes, J. H.: Modern Clinical Syphilology, ed. 3, Philadelphia, W. B. 
Saunders Company, 1934, p. 131. 

2. Laubenheimer, in Kolle, W.; Kraus, R., and Uhlenhuth, P.: Handbuch der 


pathogenen Mikroorganismen, ed. 3, Jena, Gustav Fischer, 1930, vol. 7, pp. 266-270. 
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Topley and Wilson * expressed agreement with most of this but said: 
“It has often been stated that patients suffering from malaria tend to 
give positive reactions; but here there has been a considerable conflict 
of evidence.” Little conflict can follow the paper Hazen and his 
associates * presented at the last meeting of the American Derma- 


tological Association. 

Five more or less commonly seen clinical entities are accepted as 
due to spirilliform infection: syphilis, yaws, relapsing fever, rat bite 
fever and Vincent’s angina. With the first three the positive reaction 
is to be expected, and with the last two the reaction is invariably 
negative. In the first three, however, the spirilla are the only bacterial 


agents found, while in rat bite fever many other organisms are reported 
along with Spirochaeta morsus muris, and in Vincent’s infection there 


A Classification of the Occurrence of Biologically False Positive Serologi 
Reactions for Syphilts * 





Frequent or Undoubted Occasional Disputed 


Frambesia tropica (yaws) Uleus molle with buboes Tuberculosis, various types, 
Recurrent fever Lupus erythematosus especially glandular 
Trypanosomiasis acutus Malignant tumors 
Spotted fever Leukemias Various conditions 
Lepra Pernicious anemia Psoriasis 
Searlet fever Mycosis fungoides Pemphigus 
Uleus tropicum Certain skin tuberculosis, Aphthae 
Endocarditis and septi- particularly papulo- Exophthalmie goiter 
cemia necrotic tuberculids Plumbism 
Malaria Serum obtained under Diabetes 
anesthesia Eclampsia 
Serum obtained after death Leishmaniasis 
Pellagra 
Beriberi 
Pregnancy 





* Summarized and adapted from data in Jadassohn: Handbuch der Haut und Geschlechts- 
krankheiten, vol. 15, no. 2, p. 418, and from author’s experience. 


is the fusiform bacillus. As Hazen suggested about leprosy, this may 
throw a doubt on the actual causation of these infections by spirilla. 

I shall report a case of relapsing fever in which it was felt that 
syphilis could be ruled out, with a positive serologic reaction disappearing 
under treatment and due to infection with Spirochaeta novyi. 


REPORT OF CASE 

On Oct. 6, 1936, R. W. P., a white boy aged 7 years, was admitted to the 
McGuire Clinic, in the service of Dr. J. P. Williams. (My role consisted only in 
giving the arsenical treatment.) 

3. Topley, W. W. C., and Wilson, G. S.: Principles of Bacteriology and 

Immunity, Baltimore, William Wood & Company, 1936, p. 1440. 

4. Hazen, H. H.; Senear, F. E.; Parran, T. E.; Sanford, A. H.; Simpson, W. 
H., and Vondelehr, R. A.: Serologic Evidence of Syphilis in Malarial Patients, 
Arch. Dermat. & Syph. 37:431 (March) 1938. 
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ere had been a mild illness of indefinite length, with no great degree of 
or loss of weight, but rather marked lassitude in a previously overactive 
Further, there had occurred several brief phases of fever, so slight that he 
never been put to bed. Lately the cervical glands had begun to swell. These 
vainless, and there was no evidence of infection of the throat. 


History.—The past history was in no way distinctive. He had had the usual dis- 


of childhood and several attacks of sore throat previous to tonsillectomy two 

before. He had grown and developed as a normal child. 

\s observation continued, other facts were garnered: He had lived all his life 
the eastern shore of Maryland, with occasional trips to nearby points. His 
ero nurse, who was his constant companion, had been found to have a positive 
ssermann reaction two years before and had been under treatment at a local 
pensary. Eighteen months before coming under observation he had been hit 
an automobile and had sustained compound fracture of the right femur. 
very had been normal. The milk he consumed was pasteurized. He had not 

been bitten by a rat, but a cat had nipped the middle finger of his right hand. A 

I! sore resulted, but this healed promptly without adenitis. This had occurred 

weeks prior to the beginning of his recognized illness. He had been bitten 
y fleas and mosquitoes. Late in July, a month after the bite of the cat, he fell on 

ncrete and skinned his left knee. At that time a scratched area had been noted 
n the outer surface of this thigh and thought at first to be a part of the accident. 
However, the scratches on the knee had healed promptly, but the scratch on the 
igh had developed into a sluggish granulomatous ulcer, which had only recently 
healed. 
e skin on the healed ulcer was reddened, but showed no palpable induration, 
was there any enlargement of the inguinal nodes. At the time, this was 
nsidered to be an insect sting, though the child’s environment was entirely urban 
ind no ticks or lice had ever been seen on his body or clothes. 

Physical Examination—The boy weighed 64 pounds (29 Kg.) and was 4 feet 
2 inches (127 cm.) tall, with sallow complexion and moderate pallor of the nails 
and mucous membranes. 

His temperature was 99.8 F.; the pulse rate, 118 per minute; the respiration, 
26 per minute, and the blood pressure, 100 systolic and 60 diastolic. 

The mucosa of the nose and throat was subacutely inflamed, and the lateral 

aryngeal bands were red and swollen. The antrums could be transilluminated 

riy. 

The tonsillar nodes on both sides were visibly enlarged, that on the left being 
the larger and measuring 2 by 1.5 cm. They were only slightly tender on 
palpation and were not adherent to the overlying skin, which was normal. Smaller 
odes lower down in the chain could be palpated bilaterally. The lymph nodes 
elsewhere were not enlarged. 

The incisor teeth were poorly developed and widely spaced. The enamel was 
irregular, with transverse grooving, and the edges were irregular; but the teeth 
were not at all typical Hutchinson teeth. 

The heart was normal save for moderate tachycardia, and the lungs showed 

ly a few moist rales from hilus to base bilaterally. 

The spleen was barely palpable. Otherwise, the abdomen was normal. 

lhe extremities were normal, save for the scars previously mentioned: (a) 
that from compound fracture of the right thigh, (>) the tiny scar from the cat’s 
bite and (c) the recently healed scar of the granulomatous lesion of the left thigh. 
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Laboratory Tests—A blood count showed 65 per cent hemoglobin, 3,800,009 
erythrocytes and 14,000 leukocytes, with 69 per cent polymorphonuclears, 28 per 
cent lymphocytes and 3 per cent eosinophils. No malarial parasites were pri 


Urinalysis showed no abnormality. Roentgen examination of the sinuses showed 
them to be well developed, with no evidence of infection. Agglutination tests 
against typhoid, paratyphoid, typhus and spotted fever (Proteus X 19), undulant 
fever (Brucella abortus) and tularemia (Bacterium tularense) were all negative 
Two blood cultures by ordinary methods were negative. The stool was normal 
The sputum showed no tubercle bacilli on three examinations. An intracutaneous 
tuberculin test gave negative results. Culture of the throat showed hemolytic 
streptococci. The Wassermann reaction was 4 plus with both antigens. The test 
was repeated, with the same result, and a Kline test also showed a strong positive 
reaction. Later Wassermann and Kahn tests were performed at two other 
laboratories, that of the Medical College of Virginia and the Virginia State 
Laboratories, with the same result. 

At this point it was obvious that the patient had an infection of the respiratory 
tract, but it was just as obvious that this was an intercurrent affair which had 
developed during the course of some other infection characterized by a prolonged 
course and intermittent fever. 

In spite of the Wassermann report, the diagnosis of syphilis was hard t 
accept. Wassermann tests were immediately performed on the rest of the family— 
father, mother and sister—with negative results, and it was decided to go int 
the question of other infections which might give positive serologic reactions 

At the suggestion of Dr. Frederick Shaw, professor of bacteriology at the 
Medical College of Virginia, blood was obtained for him in sterilized defibrinating 
bottles for incubation as such and for inoculation of guinea pigs. 

After three days dark field examination showed large motile spiral organisms in 
great numbers. In seven days the same organism was seen in the heart’s blood 
of the inoculated guinea pig and identified by Dr. Shaw as Spirochaeta novyi, 
one of several described as the cause of relapsing fever. 

By now the child had been in the hospital two weeks. For the first thre 
days his temperature was around 99 to 100 F. In the next four it rose to 102.8 F. 
and then subsided to the former level, where it remained for five days. It then 
rose to 103.4 F., when, the diagnosis being made, arsenical injections were started 

One other fact deserves notice. On his second day in the hospital a roentger 
treatment was given to the cervical glands. These promptly subsided except th 
one large gland on the left. This began to fluctuate after ten days and was 
incised. Cultures of pus showed Streptococcus haemolyticus, but no spiral organisms 
were seen. 

Mapharsen was the drug of choice, and on October 19, at the height of his 
second febrile reaction, the first injection was given. Severe reaction was feared, 
but there was nothing unusual, and by the next day the temperature had dropped 
to 99 F. The next injection was postponed four days, on account of the operation 
on the neck, and was given on October 30. 

The temperature was now normal. The Wassermann reaction of blood take: 
at this time was negative with plain antigen but still positive with the cholesterolized 
antigen; the Kline’and Kahn reaction were positive. 

On November 5 the third injection of mapharsen was given, and blood taken 
at the same time was reported by one laboratory as giving a doubtfully positive 
reaction to the Wassermann test and a negative reaction to the Kline test; ancther 
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ry reported a negative reaction with plain antigen and a 2 plus result 
he cholesterolized preparation. 

child was permitted to leave the hospital, but returned to the office a week 

when a final injection of mapharsen was given and blood taken and sent to 

laboratories. All reported completely negative results with the Wassermann, 
Kline and the Kahn test. 
iter in November, because of the mother’s apprehension and syphilophobia, 

ild was taken to Baltimore, to Dr. Harry Robinson, and the blood checked 
hns Hopkins Hospital. All reports were negative. 

April 1937, six months later, the blood was again checked; the serologic 
rts continued negative. At this time the hemoglobin content was 85 per cent, 
he erythrocyte count 4,300,000. The leukocyte count, including a differential 

and urinalysis, showed no abnormality. 


SUMMARY 


\ case is reported in which an undoubted relationship existed 


between a positive Wassermann reaction and a spirochetal infection 


er than syphilis. 
CONCLUSIONS 
It is increasingly evident that the so-called false positive reaction is 
not a rarity, and if eugenic laws based on serologic reports are to be 
passed, this fact should be given due consideration. In view of the 
changing status of such reactions, it may be advisable to abandon the 
term “false positive’ as a part of the syphilologist’s nomenclature. 


ABSTRACT OF DISCUSSION 

Dr. H. J. Temprteton, Oakland, Calif.: Citizens of northern California should 
uppreciate Dr. Murrell’s paper, for they have the dubious distinction of having 
in their state an endemic infection of chipmunks with the spirochete of Obermeier, 
which is transmitted to the human being by the bite of a tiny tick and which then 
produces relapsing fever. Transient positive Wassermann reactions have been 
noted in cases of this infection. 

Dr. Howarp Fox, New York: Although the title of this paper is “Positive 
Wassermann Reaction in Spirochetal Infections,’ a word should be said about 
pinta. Although the cause of this disease is not known, a spirochetal infection is 
ispected. The incidence of positive Wassermann reactions is about equal to that 
f secondary syphilis or of the early stage of yaws. 





THE CITY HOSPITAL 
A HISTORY OF ITS DERMATOLOGIC DIVISION 


PAUL E. BECHET, M.D. 


NEW YORK 


An undertaking which eventually proves of extraordinary value 
to a community almost always experiences great early difficulties and 
an almost hopeless struggle for continued existence. This was partic- 
ularly true of the City Hospital. Most of the first forty years of its 
life were marked by an administration honeycombed with graft, dis- 
honesty and incompetence, which terminated only with the downfall of 
the Tweed ring in 1874. 

A notable exception occurred in 1845, when on a temporary wave 
of reform Dr. W. W. Sanger was placed in charge. Sanger was the 
author of that classic work “A History of Prostitution,’ and most of 
the material forming the basis of this book originated at the City 
Hospital. How temporary was this reform was proved by the election 
of the warden of the penitentiary as Sanger’s successor. 

The squalor and misery of the following years can best be illus- 
trated by an experience related by Dr. John F. Metcalfe which occurred 
during the epidemic of typhus in 1863. I quote verbatim: 

The patients had been removed to one of the garret-like wards immediately 
beneath the roof. The shingles were rotten, and the beds, on account of the great 
number of victims, had to be placed so closely that the drip pans, which were 
employed by the prisoner-nurses to catch the floods of rain, could no longer be 
kept on the floor, but were placed upon the beds. The treatment consisted chiefly 
of stimulation with raw ward whiskey. On one occasion, in the dead of Winter, 
I visited the ward and ordered an increased ration of toddy for all the patients, 
because of the extreme cold. Early in the morning, fearful that disaster might have 
overtaken them, I rose and struggled to the hospital through a blinding blizzard 
which had been raging since the afternoon before. On climbing the last steps and 
opening the creaking door, I encountered a horrible sight. The two jail bird 
nurses lay in a drunken stupor upon the floor. Snow had drifted in through the 
rifts in the rotten roof and lay in great white sheets about the room. It covered 
the dirt. On some of the beds it had been in part brushed away by the dying 
patients. On twelve beds its surface was unbroken, for beneath it were twelve 


corpses who could move no more. 


During the Civil War about 2,500 sick soldiers were treated there 
—or more truthfully stated, mistreated—for many of them contracted 
tuberculosis and syphilis during their stay at the hospital, owing to the 
neglect by the inmates of the penitentiary then acting as orderlies and 


nurses. 
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Piffard related that in 1875 he was detained on the island by a 
nt storm. He took the man who had rowed him over from New 

to the dermatologic ward and told the nurse to give him supper 
a bed. Two weeks later the man reported at the hospital suffering 
scabies, which had been contracted that night, when he was 


from 


assigned a bed occupied by two patients suffering from this disease. 
1). Bryson Delavan described conditions in the surgical rooms as 


follows: 

Patients were brought in for operation without the slightest attempt at washing 
the parts. Knives were wiped upon a towel after previous operations. The operator 
put on an old frock coat which he buttoned to his chin to protect his clothing 
from being spattered. It was encrusted with the remains of several years of former 
operations. Its odor was that of the dissecting room. The hands of the assistants 


remained most of the time unwashed. 


Of course it must be clearly understood that these remarks of Dr. 
Delavan’s apply to the preaseptic era of surgery. On the lighter side, 
Delavan mentioned a particularly good cook for the doctor’s mess, who 
was, as usual, an inmate of the workhouse. She was so wonderful 
as a cook that on the day of her discharge a purse was made up by 
the physicians and duly presented to her. She left on the 9 o’clock 
boat, after cooking breakfast for the staff. Shortly after reaching the 
city she became drunk and disorderly, was taken to court, sentenced, 
sent to the workhouse at 3 p. m., returned to Charity Hospital and at 
6:30 served dinner to the staff. 

Piffard stated that “four ounces of whiskey was the unit of coin- 
age for the Island realm.” In the month of April 1867, 160 quarts 
(151.4 liters) were prescribed for patients alone. No wonder that 
the inmates of the workhouse and penitentiary with special political 
influence remained to serve as nurses and orderlies for months after 
their discharge, without pay other than daily rations of whisky. These 
conditions did not exist alone at the City Hospital, they were equally 
true at Bellevue Hospital, and they were brought about entirely 
through the political chicanery of the period. The medical staff 
throughout the years was of a high order and did its duty to the best 
of its ability, but was powerless in the hands of the political machine 
and could accomplish little in the shape of reform. The patients of 
the hospital were from the lowest strata of society. Of 2,541 patients 
treated in 1851, 1,141 suffered from primary syphilis and delirium 
tremens. 

Welfare Island was called by the Indians Minnahanonck. They 
conveyed it to the Dutch Governor Wouter Van Twiller in 1637, and 
its name was changed to Varken, or Hog Island, because of the large 
number of wild hogs running over it. A Captain Francis Fyn obtained 
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the island by grant in 1651, and it was held by him until the outbreak 
of the war with the Indians in 1666. It subsequently passed into the 
hands of a Captain Manning, whose stepdaughter married Robert 
Blackwell, and by precedent the property took the family name and 
was known as Blackwell’s Island. 

In 1828 or shortly thereafter a penitentiary building was begun op 
the island, and in 1832 the Penitentiary Hospital was established. |; 
kept this name until 1857, when it became the Island Hospital. [py 
1866 the name was changed to Charity Hospital, and it was not until 
1892 that its present name was given to it. 

On the morning of Saturday, Feb. 13, 1858, in the midst of a severe 
blizzard, the hospital was completely destroyed by fire. The con- 
flagration resulted directly from the fraudulent construction of the 
building, the walls of which were built largely of loam. Owing to the 
gallantry of the hospital personnel, there was no loss of life. 

On July 22, 1858, the cornerstone of the present hospital was laid, 
and in the spring of 1860 it was formally opened to the public. In 
its first year 5,694 patients were received. For many years, half, if 
not a small majority, of the total number of patients were inmates 
because of venereal disease or alcoholism. According to Sanger the 
ratio of patients with venereal diseases to the total number of patients 
was extraordinarly high—for example, in 1854 it was 37.4 per cent: 
in 1855, 58.7 per cent, and 1856, 73.1 per cent. 

Because of the paucity of records, information pertaining to the estab- 
lishment of the dermatologic service at the City Hospital is exceedingly 
meager. In the report of the Society of the Alumni of the City Hospital 
for 1904 it is stated that the first dermatologic ward in the hospital 
was established in August 1872, and that in 1876 another ward was 
added, yet Piffard, who served as house physician in 1864, stated that 
at that time the hospital was divided into medical, surgical, gynecologic, 
dermatologic and venereal services. Added confusion is caused by 
the fact that a number of the men received other appointments at 
the hospital before being transferred to the dermatologic department. 
Still others were active in the venereal service, which was so large 
at one time that the hospital was seriously considered as a venereal 
disease center for the city. For these gentlemen the dermatologic 
department was naturally considered as of secondary importance. 

Dr. Freeman J. Bumstead apparently received the first appointment 
as visiting dermatologist in 1866. Bumstead served until 1871 and 
was appointed consulting dermatologist in 1879. He was professor 
of venereal diseases at the College of Physicians and Surgeons and 
had a high reputation as an author. He had studied dermatology in 
Hebra’s clinic in Vienna, Austria, and at the Hopital St. Louis in 


Paris, France. 
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idward L. Keyes was appointed in 1870. He was one of the 
ders of the New York Dermatological Scoiety and an honorary 
member from 1897 until his death in 1924, Although deeply interested 
venitourinary surgery, he made many valuable contributions to 
lermatologic literature. He had a keen sense of humor and was most 
|. He sang well and frequently entertained his colleagues of the 


enial. 


New York Dermatological Society at its social sessions. He resigned 
im the hospital in 1876 and was appointed consultant in 1877. 
A. W. Stein served the hospital from 1871 to 1895. He was also 
founder of the New York Dermatological Society and most active 
in his chosen specialty. 
Henry G. Piffard was house physician in 1864 and became attend- 
ing dermatologist in 1871 and consulting dermatologist in 1885. Who- 


ilisn 


ever was responsible for his appointment deserved the highest praise 


for his discernment, for Henry Granger Piffard played a most impor- 
tant role in the development of American dermatology. With the 
brilliant, many-faceted mind of a near genius, he focused the attention of 
\merica, if not Europe, on his specialty, which during his early years 
was still in its infancy. Its growth to lusty manhood was due in part 
to his devoted ministrations. 

Piffard was born in Piffard, N. Y., on Sept. 10, 1842. He grad- 
uated from the University of the City of New York in 1862 and 
received his medical degree from the College of Physicians and Sur- 
reons in 1864. His interest in dermatology manifested itself soon 


—< 


after his graduation. He left for Europe to perfect himself in the 
specialty and visited various medical centers, but spent most of his time 
with Dr. Tilbury Fox, at the latter’s dermatologic clinic at the Uni- 
versity College Hospital in London, England. On his return from 
Europe he established himself in New York city. He helped materially 
in the founding of the New York Dermatological Society on May 18, 
1869. Piffard was also one of the organizers of the American Dermato- 
logical Association and later on its president. He became professor 
‘i diseases of the skin in the medical department of New York Uni- 
versity in 1874 and served this institution for many years. He was its 
emeritus professor at the time of his death. Piffard wrote “Elementary 
l'reatise on Diseases of the Skin” in 1876. It was the second textbook 
on cutaneous diseases to be published in America, but as early as 1868 
he had translated Hardy’s “The Dartrous Diathesis, or Eczema and Its 
Allied Affections.” In 1881 “A Treatise in the Materia Medica and 
Therapeutics of the Skin” appeared. 

According to Andrew R. Robinson, Piffard deserves the credit for 
the first use of the term tuberculid, as he described the lesion in 1892, 
four years before Darier’s work on the subject. Henry G. Piffard 
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had a warm heart, and though he was most combative at times, even to 
the point of eccentricity, he was a lover of peace and good will. Ag 
George Henry Fox aptly put it, he was “a blazing meteor in oy; 
dermatologic firmament.” 

Foster Swift served the hospital from 1866 to 1872, and J. H. 
Ripley from 1873 to 1886. They were both active in the early years 
of the New York Dermatological Society. Fessenden N. Otis, who 
made a great reputation in genitourinary surgery served from 1875 to 
1888. 

Next to Keyes and Piffard, Prince A. Morrow was probably the 
most prominent of the earlier group of attending dermatologists. Mor- 
row was born Dec. 19, 1846, at Mount Vernon, Christian County, Ky. 
He received the degree of Bachelor of Arts in Kentucky in 1864 and 
that of Doctor of Medicine from New York University in 1873. After 
two years of postgraduate work in dermatology, syphilology and genito- 
urinary diseases in Europe, he located in New York, where he rapidly 
rose to eminence. He became professor of genitourinary diseases at 
the University and Bellevue Hospital Medical College in 1883. He 
was also an attending physician to the department of cutaneous and 
venereal disease of the New York Hospital. He was a corresponding 
or honorary member of most of the foreign dermatologic societies, and 
he served as secretary of the International Congress of Dermatology 
and Syphilology in Paris, France, in 1890 and in Vienna, Austria, 
in 1893. 

He edited the Journal of Cutaneous Diseases with Piffard from 
1883 to 1888, and with Fordyce, from 1888 to 1891. 

Morrow gained his greatest fame in the prophylaxis of venereal dis- 
eases, devoting most of his later life to this work. He was the founder 
of the American Society of Sanitary and Moral Prophylaxis. He 
founded Social Diseases, a journal devoted to that subject. Morrow 
was tall, handsome and dignified almost to the point of austerity, but 
with his intimate friends he proved a congenial companion. 

With the advent of Bronson, Gottheil and Fordyce, the dermatologic 
division of the City Hospital entered on a new phase. Hitherto its 
visiting staff had been venereologists first and dermatologists second, 
owing to the great preponderance of venereal diseases, but with the 
advent of these three men the dermatologic division became preeminent. 
Syphilis was assigned to it, and genitourinary diseases were treated 
in a separate division. Bronson was appointed in 1886, Fordyce in 
1893 and Gottheil in 1901. 

Edward Bennett Bronson had a distinguished career. He received 
his medical degree from the College of Physicians and Surgeons in 
1869. After serving as intern in Bellevue Hospital, he spent three 
years abroad in postgraduate medical work, chiefly dermatologic. He 
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rofessor of dermatology in the New York Polyclinic Medical 
| and Hospital from 1882 to 1904. He was a prominent member 
e New York Dermatological Society and one of the editors of 
\Vedical Record and the Archives of Dermatology. Bronson’s 
ngs were scholarly and written with meticulous care. He was 
st and dignified and proved himself a man of high ideals and 
He was fond of outdoor exercise, and his hair, of which 


rinciples. 


he had a plentiful supply, remained dark even at the age of 70. His 
health was exceptionally good, even until his death by asphyxiation on 
Noy. 18, 1925, from a fire which occurred in his home. 

John Addison Fordyce served the City Hospital from 1893 to 
1925, at which time his death terminated his devotion to that institution. 
There is no doubt that he was the most able of the large group of 
dermatologists attending the hospital. An enumeration of his honors 
and achievements would be beyond the scope of this paper; suffice it 
to say that he was a prolific writer, and—what is more important—of 
his more than a hundred monographs, many marked an advance in 
the specialty to which de devoted his superabundant energy. In his 
g career he became at different times the presiding officer of the 


various important dermatologic societies in America. He had the 


ion 


unique distinction of serving two medical colleges. He was professor 
of dermatology and syphilology at the University and Bellevue Hospital 
Medical College from 1893 to 1912; he then resigned to accept a similar 
position from the College of Physicians and Surgeons, which he held 
for the balance of his life. 

Despite a large private practice, extensive teaching and much hos- 
pital work, he always found time to encourage and help the younger 
physicians, no matter how obscure. The consolidation of syphilology 
with dermatology in colleges and other medical organizations was 
greatly aided by his efforts. He was a great histopathologist, his bent 
in this direction having developed under the inspiration of Kaposi. 
Like most great men he was modest and extremely diffident. 

American dermatology suffered an irreparable loss in his death, on 
June 4, 1925, two weeks after an appendectomy. As George M. 
MacKee aptly put it, “He died in harness, as would have been his 
wish.” 

William S. Gottheil joined the hospital in 1901 and remained as 
attending dermatologist until his death in 1920. He did much original 
work and was most active in advocating the use of insoluble mercury 
salts, particularly the salicylate, in the treatment of syphilis. Gottheil 
was an adjunct professor of dermatology at the Post-Graduate Medical 
School and Hospital from 1907 to 1912, when he resigned to become 
professor of dermatology at Fordham University. This chair he 
held until his untimely death. Gottheil was the main factor in the found- 
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ing of the Manhattan Dermatological Society on Nov. 21, 1900. He 
was extremely devoted to this society and attended almost every meet- 
ing from its inception to his death. Gottheil was an artist. At the 
time of his death he had a large collection of moulages of varioys 
dermatoses, most of which were made by him at the City Hospital. He 
also published an illustrated atlas of cutaneous diseases and a stere- 
optican set illustrating rare dermatoses. 

In this necessarily brief presentation of the salient facts in the lives 
of that brilliant galaxy of dermatologists serving the City Hospital for 
the past sixty years, one is struck with the thought that the meanness 
and political trickery of its early political managers were as nothing 


compared to the luster given it by that group of stalwarts of the past 
headed by Piffard, Keyes, Morrow, Bronson, Fordyce and Gottheil, 
If the City Hospital had accomplished nothing else, its part in the 
development of these men would still deserve the gratitude of American 


dermatology. 
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ATLANTA, GA, 


A search of the literature fails to reveal any report of a cutaneous 
condition which has the characteristics of that reported here. 


In March 1936 two white brothers, N. H. B. and S. G. B., came under our 
care because of recurring lesions of the neck. Their ages were 38 and 35 years, 
respectively. The older brother was married and the father of a normal child, 
aged 6, The younger brother was single. The older brother was a salesman and 
the younger brother a banker. They did not live in the same house. 

These men were accustomed to better than average economic conditions. Hence 
their diet and living conditions always had been good. They could afford excel- 
lent medical and dental care. 

Prior to March 1936 both men consulted internists and dermatologists of dis- 
tant cities as well as at home. Various physical and laboratory examinations 
failed to reveal any information pertinent to their complaint. Repeated question- 
g concerning ingestion of some drug which might have been an etiologic factor 
elicited negative replies. 

The older brother, N. H. B., stated that the eruption began in 1926 while he 
was in college. Since then he had not been free from it for any prolonged period. 
The younger brother, S. G. B., first noticed the eruption the following year. In 
neither man had the eruption been influenced by the seasons of the year. They 
thought perspiration in summer added to their discomfort. 

The only subjective symptom was pruritus, which at times was intense but 
varied in degree with the different recurrences. The eruption prevented the 
wearing of a collar, which caused much embarrassment. 

The brothers stated that they had been treated repeatedly for ringworm and 
impetigo contagiosa. Various treatments, including the application of roentgen 
rays and ultraviolet rays, apparently had not influenced the course of the disease. 
The number of lesions appearing during the attacks varied from one to many. 
New “places” frequently appeared while old ones were regressing. They always 

appeared on the neck and were either bilateral or unilateral. Both patients 
stated that these focal eruptions began as very small blisters which spread rapidly. 
[hey became wet, and in one or more days a crust formed. 

Examination on March 5 and on many subsequent occasions showed sharply 
marginated crusted lesions varying in size from 5 mm. to several centimeters. 


he crusts were amber colored, and the lesions gave the impression of ruptured 
flaccid bullous impetigo. At the border of the crusted lesions there was a pellicle 
ot epidermis. It could be torn away with forceps. Nikolsky’s sign was present. 
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There was no scarring or other change which suggested the least damage to the 
skin from previous lesions, although they had appeared and regressed oyer a 
period of ten or more years. Some pigmentation marked the sites of recently 
healed lesions. The lymph nodes were tender sometimes, but this was not a con. 
stant feature. 

The only other dermatologic condition in either brother was dermatophytosis 
of the feet and groin in N. H. B. He gave a strongly positive reaction to dermo- 
tricofitin,! and the treatment for dermatophytosis was supplemented with injec- 
tions of trichophytin. The injections did not cause any change in the eruption on 
the neck nor, apparently, did they shorten the course of the dermatophytosis, ]t 
was hoped that the injections by acting in a nonspecific fashion would have a 
beneficial effect on the eruption. 











Fig. 1—N. H. B., aged 40, showing location of the lesion on the neck. 


The phytopharmacologic readings of the blood varied from normal to most 
toxic, Bacteriologic study of the lesions disclosed the presence of short chain 
streptococci. An autogenous vaccine was administered, with no results. Alternate 


injections of iron arsenite and blood coagulate 14 were given for several months 
to N. H. B. Many applications had been tried previously, without avail. 


1. Dermotricofitin is a filtrate of cultures of 300 strains of ringworm fungi for 
skin tests only. It is distributed by Bischoff Company, Inc., 135 Hudson Street, 
New York. 

la. The preparation used was coagulen ciba. This product has not been 
accepted by the Council on Pharmacy and Chemistry of the American Medical 


Association. 
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Fig. 2—A, close-up of the lesion shown in figure 1; B, section from the lesion 


shown in figures 1 and 2. 
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While roentgen rays had been given previously, they were used again, without 
any apparent influence on the lesions. The spine was examined roentgenologica}}y 
for a cervical rib—to eliminate the possibility that a familial congenital anomaly 





Fig. 3.—A, neck of S. G. B., aged 37, showing lesions; B, section from a 


lesion shown in A. 


was the etiologic factor. Nonspecific therapy was given a trial. One patient was 
vaccinated repeatedly, but this procedure did not influence the eruption. On July 
18, 1938, a dead tooth was extracted from N. H. B. The pathologist reported 
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, culture of streptococci was obtained from material inside the tooth. A 
ne was made and given, with no benefit. 


11 October 4 S. G. B. presented three new lesions on his neck. They were 


from 1 to 1.5 cm. in diameter. One which had not ruptured presented the picture 











Fig. 4—A, arm of Dr. Allison’s patient, W. H. H., aged 50, showing lesions ; 
B, section from a lesion shown in A. 


of a flaccid bulla. The sites of recent lesions were marked by areas of pigmenta- 
tion varying in size. 

Both patients presented a most annoying condition with identical characteristics, 
including a self-limited course. Histologic examination of a new and of an old 
lesion from each of the brothers showed the same picture. Five dermatohisto- 
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pathologists and a group of dermatologists examined the sections independ itly. 


It is interesting that three of the five histopathologists made a diagnosis of pem- 
phigus, and the other two stated that the sections looked lik. pemphigus. The 
group of dermatologists stated positively that the secticns represented Darier’s 
disease. 

At the meeting of the Southeastern Dermatologic Society in September 1938 
at Charlotte, N. C., Dr. J. Richard Allison presented a white man, W. H. H. 
aged 50, who exhibited a clinical picture that was identical with that found in our 
two patients except for location. The lesions were present about the axillary folds, 
groins, legs and body. This patient stated that he had had lesions on his face. 
At the time of presentation none were present. The lesions were sharply mar- 
ginated and had amber-colored crusts, and their peripheral extension was mani- 
fested by separated epidermis. Nikolsky’s sign was present. The patient stated 


Fig. 5.—Section from a lesion of Dr. Allison’s patient T. H. 


that he had had the trouble for twenty years. Pruritus was present. There was 
no scarring. Pigmented areas were present marking the site of former recent 
lesions. It is of interest that a histologic examination of a lesion on this patient 
was reported as showing Darier’s disease, this report being from members of the 
same group who thought sections from my patients showed Darier’s disease. 
This patient had a brother, T. H., aged 30, who had had a similar eruption 
for years. He was in the hospital in December 1936 under the care of Dr. J. 
Richard Allison, who called a consultant ophthalmologist, Dr. Walter J. Bristow, 
because the condition involved both eyes. Dr. Bristow rendered the following 
report: “Mr. T. H. has a keratoconjunctivitis invelving the bulbar and palpebral 
conjunctiva as well as the cornea of each eye. At the time of examination this 
condition is manifested by the usual signs of redness, swelling, injection and 
edema of the conjunctiva and by slight haziness of the cornea with occasionally 
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k in the corneal epithelium, such as one sees in herpes of the cornea. I do 
call seeing blebs or blisters of the cornea. There was no iritis or other 
cular inflammation. 
examined the patient’s eyes July 18, 1938. He had no evidence of any 
mmatory condition at that time, and with a correction for myopia he had 
al vision in each eye.” 
he four histologic sections reproduced in figures 2B, 3B, 4B and 5 show 
ssentially the same characteristics, The most prominent feature is the formation 
ntraepidermal vesicles and bullae. Dyskeratosis is present. The basal cell 
layer remains attached to the cutis, and there is edema of the prickle cells. A 
moderate lymphocytic infiltration is seen in the cutis. There is hyperkeratosis 
over the vesicles and bullae, with separation of the outer layers of the epidermis 


from the stratum granulosum. 


SUMMARY AND CONCLUSION 
A report of 4 cases of a dermatologic condition which has certain 
constant features is submitted. It is familial and recurs over a long 


period of years. While simple wet dressings are palliative, apparently 


no treatment influences the course of the disease. It is benign in 
that no constitutional signs or symptoms accompany it. Varying 
degrees of itching are present. The eyes of one of Dr. Allison’s patients, 
T. H., were affected by the condition. After the involvement of the 
eyes cleared up, both corneas and conjunctivas were normal as in the 
case of the skin in all 4 patients. 

The individual lesion began as small vesicles, which rapidly became 
flaccid bullae. Early rupture followed, with formation of an amber- 
colored crust. The peripheral spread was bullous. Nikolsky’s sign 
was present. Possible etiologic factors, such as occupational effect, 
ingestion of drugs, exposure to sunlight, irritation from clothing or 
from chemicals and presence of an anatomic anomaly, have been 
definitely eliminated through repeated taking of histories, through tests 
and by protective dressings. 

A majority opinion of the dermatohistopathologists who examined 
the sections supports the clinical diagnosis. Therefore, we submit for 
consideration this report of what we believe to be a dermatologic entity 
heretofore undescribed—familial benign chronic pemphigus. 

Dr. J. Richard Allison, of Columbia, S. C., gave us permission to report his 
Cases. 


Suite 107 Doctors Building, 478 Peachtree St., N. E. 





GLOSSODYNIA AND THE PAINFUL FORM OF 
WANDERING RASH OF THE TONGUE 
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Professor of Clinical Dermatology and Syphilology, Graduate School of 
Medicine, University of Pennsylvania 


PHILADELPHIA 


Under the title “Burning Tongue” Engman! in 1920 reviewed for 


the first time in the American literature a state characterized chiefly hy 


a subjective symptom—namely, a burning sensation in one or several 


areas of the tongue. His notes up to that time included 11 cases, 9 of 
the patients being females. Since Engman’s original contribution, a 
number of articles on this subject have appeared in the literature. 

Glossodynia (stomatodynia) is not common, nor is it rare. Most 
dermatologists when consulted by a patient with this condition find their 
diagnostic skill, etiologically speaking, severely tried. The purpose of 
the present article is to analyze etiologically the glossodynia of some 
33 patients observed within the past twelve years. I desire to call atten- 
tion likewise to the painful form of geographic tongue, in order still 
further to clarify this frequently perplexing problem. 


THE SYMPTOMS 


Stomatopyrosis, or burning in the mouth or any of its component 
parts, is merely asymptom. By usage it seems that the term glossodynia 
refers or should refer merely to a burning sensation in the tongue, i. ¢., 
a subjective phenomenon only. Actually, however, a fair percentage of 
the patients with burning sensations in the tongue also complain of a 
more generalized oral burning—a stomatodynia—or of paresthesias other 
than burning, of indescribable but definitely—at least in the mind of 
the patient—abnormal sensation, and of alterations in taste (coffee-like, 
salty, peculiar) and in oral secretion (dryness, salivation). Its duration 
varies from a few days to many months and even years. Glossodynia, 
whether persistent or intermittent, becomes a clinical problem when 
present several months or more. 

The pain in glossodynia may be intermittent, continuous or worse 
at some period of the day or night. It represents for the mouth, with or 
without pathologic changes in any part of the oral mucosa, what pruritus 


1. Engman, M. F.: Burning Tongue, Arch. Dermat. & Syph. 1:137 (Feb.) 
1920. 
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nts for the skin—by some observers it has even been referred to 
| or lingual pruritus. The abnormal sensations are likewise 
bed by some of the patients as of an itching character. As with 
us, so with burning oral sensations—the severity and duration of 
henomena vary considerably, and the etiologic factors connected 

with their production (not discoverable in many cases) are diverse. 
Generally speaking, however, when “burning mouth” or the more or 
less localized form “burning tongue” is mentioned, the stomatologist 
refers to a state characterized by subjective symptoms only. In patients 
whose symptoms have been of some duration, one may find on close 
examination, as Engman originally observed, several reddened, slightly 
inflamed lingual papillae. Such epithelial changes may be the result of 


frequent applications designed to benefit the condition or the result of 


the constant pressing of the affected lingual part against the teeth, or 
they may be actually a part of an underlying pathologic process. In this 
connection, however, it should be noted that in some cases, although 
mucosal changes do occur at intervals, they may be entirely absent at the 
time of examination. Several such cases comprise my material—they 
were instances of geographic tongue, a condition in which pain ordinarily 
plays no part. 

In some cases of glossodynia contact with food appears to be of no 
especial significance ; in others foods, and especially spiced ones, enhance 
the discomfort—for some, even the blandest foods may be unsupportable. 
The severity of the disturbance (actual and mental) cannot be judged 
hy the expression on the patient’s face in most cases; in others it is diffi- 
cult to differentiate the physical from the mental annoyance. Some will 
palpate the tongue themselves to indicate to the observer just where the 
discomfort is, and they palpate apparently without enhancing the pain; 
indicating a complete lack of tenderness or hyperesthesia; others will, to 
varying degrees, become upset by any degree of pressure applied with 
the palpating finger. In the majority of cases the pain does not interfere 
with sleep, and its severity is not so great as to cause insomnia; however, 
in most cases the pain asserts itself as soon as the patient awakens or 1s 
aroused from deep sleep. 

\ fear of cancer—the degree of the phobia varying to a considerable 
extent—is in my experience present in certainly 90 per cent of the cases, 
and in some it is the chief factor in the prolongation of the ailment. It 
may initiate or may only complicate the picture. A question will often 
bring out the fact that the patient with cancerophobia carries one or 
several mirrors in the purse (these oral paresthesias are common in 
women) and examines the tongue frequently. However, the great fre- 
quency of this phobia in patients with stomatopyrosis should not obscure 
the fact that a definite number of them have a physical factor underlying 
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their condition. A diagnosis of neurosis (true or genuine glossodynia). 
unless proved (i. e., through complete relief by psychotherapeusis ), fre. 
quently carries with it a sense of diagnostic failure. In the neurotic 
patient worry, excitement, emotional disturbances of all sorts and 


insomnia increase and excite the glossodynia. 


ETIOLOGY 

The otolaryngologic aspects of burning tongue were recently 
reviewed by Costen * and the neurologic aspects by Gilpin,’ who fully 
surveyed the pertinent literature. Both reviews appeared under the title 
“Glossodynia.” In Gilpin’s article the term was used as if it always 
indicated a psychoneurotic manifestation, which was Engman’s original 
interpretation of the condition; by Costen it was described as a mani- 
festation of irritation of the chorda tympani nerve (in 10 of 96 patients 
with derangement of the temporomandibular joint). In a more recent 
contribution Costen* stated that 22 patients in a series of 125 with 
dysfunction of the temporomandibular joint described pain and sensory 
disturbances about the lateral pharyngeal wall and tongue; in 18 of the 
22 burning tongue was completely relieved by repositioning of the jaw. 
He expressed the belief that dysfunction of the temporomandibular joint 
is the principal etiologic factor concerned in the production of glosso- 
dynia of peripheral nerve origin. 

It appears to me that so great a divergence in etiologic point of view 
calls for a much broader interpretation of the term glossodynia than 
either article supplies. If the term is to be used purely for the purpose 
of designating a psychoneurotic phenomenon, one is apt to classify all 
patients with burning mouth or burning tongue as psychoneurotic. 
Unqualified, such a definition of the term glossodynia would fail to take 
into consideration causes for this condition which are in no way con- 
nected with neurosis. This would indeed be unfortunate since, as 
Comroe’s studies showed, one slips all too easily into the often erro- 
neous diagnosis of psychoneurosis and this, not infrequently, after an 


apparently careful search for an organic cause has ended in failure. 


It must be recalled that “neurosis” is almost always a diagnosis by) 
exclusion. Such a diagnosis, as has been recently pointed out,° indi- 
cates that the patient presents in addition an anxiety state, neurasthenia, 
2. Costen, J. B.: Glossodynia: Reflex Irritation from the Mandibular Joint 
as the Principle Etiologic Factor: A Study of Ten Cases, Arch. Otolaryng. 22: 
554 (Nov.) 1935. 

3. Gilpin, S. F.: Glossodynia, J. A. M. A. 106:1722 (May 16) 1936. 

4. Costen, J. B.: Neuralgias and Ear Symptoms Associated with Disturbed 
Function of the Temporomandibular Joint, J. A. M. A. 107:252 (July 25) 1936 

5. End Results of Diagnosis of Neurosis, Current Comment, J. A. M. A. 
107:358 (Aug. 1) 1936. 
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ia or a compulsion neurosis. Furthermore, a neurosis is defined 


hys 

as otional instability out of proportion to actual organic disease, 
discernible or otherwise ; that the two conditions (functional and organic ) 
ofter, co-exist (and their differentiation in this condition is important 


since one may be induced by the other) and finally, although either may 
precede the other, they may be entirely separate from one another. 
Freud divided the neuroses into actual and physiologic disturbances 
within the patient which may be temporary (anxiety neurosis, neuras- 
thenia). By neurasthenia is meant neurosis with a regressive or fixation 
factor (anxiety hysteria, compulsion neurosis). 

The etiologic factors concerned in the production of a burning sen- 
sation in the mouth may be classified as external and internal ; however, 
in some instances both factors may be operative, one precipitating the 
other! For example, in the highly neurotic or psychopathic patient a 
lingual trauma (from an accidental bite) may heal but precipitate a 
focalizing (in the tongue) but entirely mental trauma (cancerophobia) ; 
this phobia may manifest itself clinically as an essential form of stomato- 
dynia (genuine stomatodynia). In a physician who awoke one morning 
with severe pain in the left side of the tongue and was seen seventy-two 
hours later, several circumscribed unilateral moist desquamations were 
found, suggesting preexisting vesicles. The pain disappeared within 
one week—a diagnosis of herpes zoster having been made. It is prob- 
lematic in how many cases painful tongue is the result of the persistent 
effects of one time undiagnosed objectively mild herpes zoster. 

However, etiologically speaking, stomatodynia or glossodynia, as 
defined, is best understood when classified as (1) essential, or func- 
tional (true or genuine), (2) symptomatic and (3) mixed. This third 
grouping is imperative since a review of the reported cases, as well as 
a review of my own, indicates that although a large percentage belong 
in the group in which an organic cause cannot be found (genuine 
glossodynia), a definite number appear to belong to both the functional 
and the symptomatic group. Cases of burning tongue ought not to 
be classed as cases of genuine glossodynia until all possible factors 
described as capable of producing oral paresthesia have been excluded. 
I agree with Fox ® that burning tongue is not a disease sui generis but 
may result from widely different causes. 

The etiologic grouping of the 33 cases observed is as follows: 

Genuine Glossodynia.—In 14 cases the condition was classified as 
Needless to say, the failure to find such a 


having no organic cause. 
I considered it merely 


factor did not convince me that it was absent 
undiscoverable. In all probability the series studied by Gilpin belonged 


6. Fox, H.: Burning Tongue: Glossodynia, New York State J. Med. 35:881 
(Sept. 1) 1935. 
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in this group. Uncomplicated glossitic cancerophobia (the complaint js 
glossodynia) should be classified among the essential types. Several 
patients in the present series were apparently cured after reassurance 
in regard to cancer. They merely wanted to be reassured by some one 
they felt really knew (as they expressed it). 

Mixed Glossodynia.—One case could be classed as an instance of the 
mixed type. The patient, a woman, had bitten her tongue nine months 
previously. Several days later she read in a newspaper of cancer of 
the tongue. Cancerophobia developed. Under psychotherapeusis the 
condition cleared shortly after consultation. 

Symptomatic Glossodynia.—Glossodynia has been found to be symp- 
tomatic of many conditions: 

1. Irritation Caused by Tobacco. In 4 of the patients glossodynia 
was found to be due to tobacco in the form of cigars or more probably 
to the products of combustion of tobacco. All these patients were 
men; all observed complete clearing up of their glossodynia within a 
short time after they stopped smoking. They had been smoking for 
years, and their glossodynia had been present for one to several months, 
In such patients the disturbance probably represents an acquired hyper- 
sensitiveness to one or several products of combustion of cigars and 
is not referable to simple chemical burns. The following case (not 
included in this series) is of interest: 

A woman came under observation, stating that three years before burn- 
ing tongue developed. Some few months before that she began to use “vince” 
(a preparation of sodium perborate) as a mouthwash and dentifrice. The glosso- 
dynia disappeared shortly after she ceased using “vince.” Sodium perborate not 
infrequently causes mild stomatitis; in this instance it produced a_ subjective 
symptom only. About two years later glossodynia again developed, and some 
time after that she decided it was due to cigarets, because the burning would 
develop right after she finished a cigaret (any brand), would last a day or so and 
would then disappear if she did not continue to smoke. She, however, continues 
to smoke and to suffer. Definite hypersensitiveness is indicated. 

2. Intolerance to Drugs. A drug was found to be operative in | 
case. The patient had been complaining of pain in the tongue for six 
months. As his history came out it was found that for a number of 
months he had been taking alophen tablets (a preparation containing 
aloin, strychnine, extract of belladonna, ipecac and phenolphthalein). 
The pain disappeared within ten days after he stopped taking the tablets. 

Burning in the tongue as an isolated symptom of intolerance to 
phenolphthalein has been previously reported by Wise and Sulzberger. 


3. Reaction to Substances in Artificial Dentures. Two of our 


patients were relieved by a change in the composition of artificial 
dentures. Both Rattner and Loveman have recently reported several 


such cases. 
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Lingual Tonsillitis. This condition was present in 1 case. Sluder 
called attention to this possibility as a factor in precipitating and 
longing glossodynia. 

5. Anemia. As is generally known, both primary and secondary 
anemia may be complicated by glossodynia. In 2 cases in the present 
series this association was present, one of primary and the other of 
secondary anemia. In both the glossodynia disappeared under suitable 
therapy. 

6. Derangement of Temporomandibular Joint. In 1 case there was 
complete relief when new plates designed to “raise the bite” were 
adopted. That the condition was not due to the materials used in 
making the dentures was evidenced by the fact that the new plates were 
made of the same material. 

7. Irritation of Papillae Foliatae by Irregular Teeth. Hollander 
has described several instances of this type. Such a factor was found 
operative in 1 case in the series. 

8. Oral Galvanic Currents. In no case in this series could glosso- 
dynia be traced to this factor. 

9. Erythema Migrans. Wandering rash of the tongue is almost 
always discovered accidentally, indicating that the subjective symptoms 
are distinctive by their absence. The condition is commoner in children 
than in adults, but it is particularly in adults that pain and mildness of 
the objective phenomena may mask the true nature of the condition. 
In cases of the latter type as a rule—and in these the condition may 
be termed abortive—only one to two or three small desquamated areas 
are seen, and these are rarely larger than a small lentil seed, and 
oftener only the size of an English pinhead. Only 1 patient in my 
series presented the multiple involved lingual areas usually observed 
in erythema migrans. A patient with the painful form of geographic 
tongue may point to a painful spot and tell the physician that a small 
grayish white elevation was present several hours to a day before but 
has now disappeared. If the patient is seen as soon as discomfort 
develops, evidence of the grayish lesion is occasionally observed. 
However, regeneration of the epithelium is so rapid that the desquam- 
ated area soon loses the appearance characteristic of erythema migrans. 
Although Moeller’s glossitis in general is readily differentiated, yet 
this form of erythema migrans cannot be clinically differentiated from 


Schaefer’s latent form of Moeller’s glossitis; the diagnosis must be 


made by exclusion, i. e., by excluding the known etiologic factors of 
Moeller’s glossitis. One does not see the fiery red areas of the florid 


form of Moeller’s glossitis in these painful forms of geographic tongue. 
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Six patients in this series (4 women and 2 men—one a young man of 
21 who was certainly not neurotic) presented this painful form of 


erythema migrans. Undoubtedly the cure of some forms of glossodynia 


will depend on a knowledge of the cause and cure of geographic tongue. 
This report is made largely to call attention to the painful form of 
wandering rash and to point out the necessity for excluding the abortive 
forms of this condition in those patients whose chief complaint is a 
more or less constant localized sensation of burning in the tongue. 


320 South Eighteenth Street. 





\RIOLIFORM ERUPTION FROM SULFANILAMIDE 


D. E. H. CLEVELAND, M.D. 


VANCOUVER, BRITISH COLUMBIA, CANADA 


(he case to be reported here is of a type of eruption which, I believe, 
has not been described in connection with the use of sulfanilamide. 
There were large raised elements suggestive of -erythema multiforme, 
hut these have been described already, it is believed, as large papules 
in some cases previously reported. The uniformly predominating 
pustular lesions made this eruption noteworthy and justified its being 
described as varioliform. 

REPORT OF A CASE 


H. S., an East Indian coolie aged 42, was admitted to the Vancouver General 
Hospital as a “walk in” patient on Aug. 6, 1938. His complaints were headache, 
nausea, vomiting and a rash on the face and arms. The temperature was 101 F., 
and the pulse rate was 96, 

History of the Present Illness—The patient had felt well until August 4, 
when he became nauseated and vomited. The following day he had headache, 
and an eruption appeared rapidly on all parts of the body but principally on the 
face and arms. 

Examination.—Nothing significant was revealed apart from the cutaneous 
signs. As variola was suspected, the patient was sent to the isolation department, 
where I saw him on August 8, at the request of the city epidemiologist. On the 
day of his admission the temperature rose to 104.2 F. and the pulse rate to 120, 
after which both dropped to normal. A similar rise followed by subsidence to 
normal was observed on the second day. A brief chill and shivering fit accom- 
panied each of these remissions. 

The patient was much prostrated and moaned continuously, although he denied 
feeling any pain. No history of any value could be obtained from him except 
the statment that he had taken no medicine. There were vaccinal scars on both 
arms, and he had last been vaccinated when he came to Canada fifteen years pre- 
viously. 

The lids were swollen. There was purulent discharge in the inner canthi; the 
conjunctivas were red and there were photophobia and lacrimation. There was 
moderate edema of the entire face. On the skin of the face, neck, ears, arms 
and hands were numerous pustules, rounded and fairly uniformly the size of a 
large pinhead. They were discrete and nowhere confluent. Many could be felt 
in the scalp, and the eruption was sparser on the palms and the volar surfaces. 
About the mandibles, the temporal and frontal regions, the wrists, the dorsal sur- 
faces of the fingers, the ulnar margins of the hands and the thenar eminences 
were dark elevations 1 cm. or more in diameter, closely resembling erythema 


multiforme, on which pustules were aggregated. On the trunk the lesions were of 


From the Medical Wards of the Vancouver General Hospital, G. Lyall 
Hodgins, Chief of Medicine. 
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the same uniformly pustular character, without the presence of the other, darker 
elevated lesions. They were comparatively sparsely but uniformly distributed. 
There were no macules, papules or vesicles. The pustules were firm but super- 
ficially situated, in contrast to the deeper-seated “shotty” pustules of variola. No 














Varioliform eruption following administration of sulfanilamide. 


umbilication could be observed. Had it not been for the uniform character of 
the lesions, the appearance of the trunk would have suggested varicella. On the 
lower extremities the rash was more profuse than on the trunk but less so than 
on the head and upper extremities, and the lesions were somewhat larger. There 
was no complaint or evidence of itching. 
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[he mouth was foul. The gums were red and swollen, and pus could be 
essed from about the necks of the teeth. There was a punctate erythematous 


exp 


on the hard and soft palates. 

[here was no superficial lymphadenopathy. 

[here was leukocytosis, the white blood cell count being 22,100 with 85 per 
cent granulocytes. A provisional diagnosis of a drug eruption was made, but no 
history could be obtained, and examination of the urine failed to show any traces 
of bromide or iodide. Blood culture gave negative results. Spectroscopic appa- 
ratus for testing for porphyrin, methemoglobin and sulfhemoglobin was not avail- 
able. Pus from the lesions showed only gram-positive organisms resembling 


ras! 


staphylococci. 

Only through accident was it learned, on August 9, that the patient had been 
attending the provincial health department’s clinic for venereal disease, being 
treated for acute gonorrhea. On July 28 he had been given 5 grain (0.32 Gm.) 
sulfanilamide tablets and told to take the equivalent of 80 grains (5.17 Gm.) daily 
for the first four days, 60 grains (3.88 Gm.) for the next four, 48 grains (3.11 Gm.) 
for the next four, 40 grains (2.59 Gm.) for the next four and finally 20 grains 
(1.29 Gm.) for the last four. This is the routine dosage at this clinic. It was 
estimated that up to the time of his admission to the hospital he had taken about 
600 grains (38.8 Gm.) in nine days. None had been taken in the hospital. 

On August 9, the fourth day in the hospital, the temperature rose to 102.3 F. 
and thereafter was normal. 

Treatment consisted of tepid sponging when the temperature was elevated, 
bathing of the affected areas twice daily with dilute Alibour solution (a solution 
of zinc and copper sulfates) and the use of a mouth wash of dilute hydrogen 
peroxide, with a saline rinse. 

Thereafter the pustules dried rapidly, became crusted and desquamated. The 
mouth cleared up at the same time, and the general condition became normal. 
Two weeks later slight infiltration and pigmentation were still observable on the 
sites of the erythema multiforme-like lesions. There was no scarring. 

A peculiar observation made by several attendants and me after subsidence 
of the acute symptoms was a pronounced aroma, resembling pineapples, on the 


patient’s breath, which none of us had ever encountered before. 


SUMMARY 


A varioliform exanthem is described. The eruption had some 
features of erythema multiforme. It occurred in a native of India, who 
had taken approximately 600 grains (38.8 Gm.) of sulfanilamide by 
mouth in nine days. It was not confined to exposed parts and did not 
cause itching. 

While it is not proved definitely that this eruption was due to sulf- 
anilamide, it is believed that the eruption was the expression of hyper- 
sensitivity to that drug and of a morphologic character not hitherto 
described in this connection. 





HEMIATROPHIA FACIEI PROGRESSIVA 


ELMORE B. TAUBER, M.D. 
AND 
LEON GOLDMAN, M.D. 


CINCINNATI 


While the syndrome of progressive atrophy of the face has been 
of interest chiefly to neurologists and has been studied extensively by 
them, it concerns the dermatologists as well. The dermatologists’ reports 
have been concerned with the relation of this disorder to scleroderma. 
The confusion existing among neurologists regarding its association 
with scleroderma would be helped by a combined neurologic and 
dermatologic study. Unfortunately, this has not been attempted, and 
in many cases one must rely on inadequate descriptions. The other 
clinical condition related to hemiatrophia faciei progressiva is lipodys- 
trophia progressiva (Simon’s disease ). 

More than 400 cases of various stages of progressive hemiatrophy 
have been reported. The best recent review of the entire subject is the 
complete one of Archambault and Fromm.’ These authors also pre- 
sented 3 new cases. Cases recently reported by American dermatolo- 
gists include those of Levin,? Osborne,* Boardman,* Tobias,® Eller,® 


O'Leary and Nomland * and Cummins.* 


From the Department of Dermatology and Syphilology of the College of 
Medicine of the University of Cincinnati. 


1. Archambault, L., and Fromm, N. K.: Progressive Facial Hemiatrophy: 
Report of Three Cases, Arch. Neurol. & Psychiat. 27:529 (March) 1932. 

2. Levin, O. L.: Hemiatrophia Facialis, Arch. Dermat. & Syph. 1:457 (April) 
1920. 

3. Osborne, E.: Morphea Associated with Hemiatrophy of the Face, Arch. 
Dermat. & Syph. 6:27 (July) 1922. 

4. Boardman, W. P.: Total Hemiatrophy with Scleroderma, Arch. Dermat. 
& Syph. 15:504 (April) 1927. 

5. Tobias, N.: Extensive Linear Naevus with an Associated Hemiatrophy, 
Arch. Dermat. & Syph. 18:451 (Sept.) 1928. 

6. Eller, J. J.: Scleroderma and Facial Hemiatrophy, Arch. Dermat. & Syph. 
18:766 (Nov.) 1928. 

7. O’Leary, P., and Nomland, R.: A Study of One Hundred and Three Cases 
of Scleroderma, Am. J. M. Sc. 180:95 (July) 1930. 

8. Cummins, L. J.: Hemiatrophy; Alopecia, Arch. Dermat. & Syph. 23:782 
(April) 1931. 
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Hemiatrophia faciei progressiva may be congenital (as in the case 
reported by Tobias °), or it may start at any age or in either sex. Most 
mmonly, however, the condition begins in girls 10 to 20 years old. 
ief ° has recently described the case of a woman 63 years old. No 
report of its occurrence in a Negro has been found. There may or may 
not be varying periods of neuralgic pain on one side of the face. The 
atrophy, more common on the left side, may start at any point. Its 
progress may be gradual or rapid and may involve, in order of fre- 
quency, the nasal, the auricular, the laryngeal and the tarsal cartilages. 
The entire half of the face may be involved, or the process may extend 
to the scalp, the neck, the thorax and occasionally the entire half of the 
body. Atrophy of one half of the entire body is usually congenital. 
Rarely there may be bilateral facial atrophy. The atrophy may involve 
the skin (?), subcutaneous tissue, muscle and bone. According to 
\rchambault and Fromm,’ there are no qualitative changes in the elec- 
trical reactions of the muscles. Shumway ’° recently mentioned a case 
of paralysis of the facial nerve and hemiatrophy. Spiller *t has reported 
a similar observation. In many of the cases reported the skin showed 
no atrophy. This fact is of importance in the discussion of scleroderma 
and its relation to this condition. On the other hand, in the cases of 
Osborne,? O’Leary and Nomland* and Pick '* the cutaneous changes 
were typical of morphea. The skin may also show various types of 
pigmentary disturbance, such as leukoderma and hyperpigmentation. 
There appears to be no constant change in the sweat, sebaceous, lacrimal 
or salivary secretions. The scalp may show alopecia areata, diffuse loss 
of hair or even loss of color of the hair. Loss of eyebrows and eyelashes 
may occur early in the course of the disease. 

Roentgenograms occasionally exhibit definite osseous atrophy of the 
affected side and osteoporosis (Pick).'* The eye on the affected side 
may early show an Argyll Robertson pupil, then enophthalmos and blind- 
ness. With advanced involvement there is a diminution of aural acuity 
on the affected side. 

It is interesting that the most common systemic condition associated 
with progressive facial atrophy is far advanced pulmonary tuberculosis. 
The most common neurologic condition is epilepsy. Syringomyelia, 
tabes and polioencephalitis have been observed relatively frequently in 

9. Stief, A.: Ueber einen Fall von Hemiatrophie des Gesichtes mit Sektions- 
befund, Ztschr. f. d. ges. Neurol. u. Psychiat. 147:573, 1933. 

10. Shumway, E. A.: Association of Optic Neuritis, Facial Paralysis and Facial 
Hemiatrophy, Arch. Ophth. 18:8 (Jan.) 1935. 

11. Spiller, W. G., cited by Shumway.?° 

12. Pick, W.: Sclerodermie en coup de sabre mit osteoporotischer Zone im 
Stirnbein oder Hemiatrophia faciei? Arch. f. Dermat. u. Syph. 167:543, 1933. 
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association with facial atrophy. In a recent case of facial hemiatrophy 
observed in the department of dermatology of the Finsen Institute % 
the condition was believed to have followed an operation for acute 
bilateral otitis media one year previously. 

At postmortem examination in a case of extensive acquired hemi- 
atrophia, Stief ® observed atrophy of the right kidney and of the adrenal 
gland ; also, in the apex of the right lung a calcified area was present, 
In some cases (including Stief’s) scleroderma in other areas of the 
body has been observed. Relatively few postmortem examinations have 
been made, and nonspecific inflammatory changes have been observed 
in the gasserian ganglion (occasionally tumors here), the sympathetic 
ganglions (usually the cervical sympathetic) and the brain. In addition 
to changes in the superior and inferior cervical ganglions on the right 
in Stief’s ® case of right hemiatrophy there were arteriosclerotic changes 
in the hemispheres, with vasodilatation (?) on the right and vasocon- 
striction (7) with anemia on the left. These differences he assigned 
to disturbances of the sympathetic nervous system. 

The clinical controversy for the dermatologist concerns itself chiefly 
with the question of scleroderma. Unfortunately, few microscopic sec- 
tions of the hemiatrophic area have been studied. Highman ' claimed: 
‘“Hemiatrophia facialis is scleroderma of one side of the face, which 
involves the deeper tissues. It is rare, and usually accompanied by other 
evidences of scleroderma.’’ Osborne * stated: “The close relationship 
between facial hemiatrophy and morphea is emphasized by the common 
etiologic factors involved, and in the similarity of skin changes seen in 
the two conditions.” O’Leary and Nomland* expressed belief in the 
association and claimed that “Gans also classified facial hemiatrophy as a 
manifestation of scleroderma.” Certainly, there should not be so much 
confusion when only circumscribed scleroderma is found. When there 
is atrophy of the entire half of the face, doubt arises. According to 
the literature, in many cases (especially in those reported by neurolo- 


gists) no cutaneous atrophy was noted. In 1870, Bitot and Laude * 
first disputed the relation of facial atrophy and scleroderma. Oppen- 
heim '® admitted that in most cases there is no atrophy of the skin. He 


distinguished two types of facial hemiatrophy, one a nevus-like con- 
genital form, and the other a trophoneuritic form. Ehrman and Britn- 


13. Haematrophia faciei, case report of the Finsen Institute, Proc. Ninth North. 
Dermat. Soc., Copenhagen, 1936, p. 601. 

14. Highman, W. J.: Dermatology: The Essentials of Cutaneous Medicine, 
New York, The Macmillan Company, 1921, p. 206. 

15. Bitot and Laude, cited by Archambault and Fromm.! 

16. Oppenheim, M.: Atrophien, in Jadassohn, J.: Handbuch der Haut- und 


Geschlechtskrankheiten, Berlin, Julius Springer, 1932, vol. 8, pt. 2. 
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asserted that there are many cases of hemiatrophy without the 

cteristic appearance of scleroderma. Moreover, associated neural 

s, such as facial paralysis with facial hemiatrophy, are certainly 

in cases of scleroderma. Until there is a clearer picture of the 

ise of that form of atrophy known as scleroderma, one cannot say 

definitely whether all facial hemiatrophy is a form of scleroderma, in 

varying degrees, or whether facial scleroderma is only one type of facial 

hemiatrophy. Simon ?* concluded that facial hemiatrophy 1s one of the 

cutaneous manifestations of trophic neural disturbances. Other more 

common cutaneous conditions in this class are glossy skin, decubitus 
ulcers and mal perforans. 

\nother condition must be discussed with progressive facial atrophy, 
namely, lipodystrophia progressiva (Simon’s disease) of certain types. 
lf the face is involved in the latter disease, the similarity to progressive 
facial atrophy is striking. In 5 of the 7 cases of Simon’s disease 


reported by Ziegler '* there was facial atrophy. Loss of fat is usually 


bilateral and associated with extensive loss of fat elsewhere in the body 
and with a relative increase in fat on the hips and lower extremities. 
These findings should allow an adequate differential diagnosis. It is 
only in the early stages that confusion may arise. In the meager post- 
mortem material available in cases of lipodystrophia progressiva, Mac- 
Callum *° observed (in the case of Smith?!) complete absence of fat 
in the skin below the corium, with fat still present in the sebaceous 
glands. Mast cells were also seen in the corium and the lower layers. 
Gilchrist and Ketron ** in a case of nodular lipodystrophia reported 
mononuclear phagocytes ingesting fat. Certainly, these pictures do not 
suggest progressive facial atrophy of the scleroderma type. Perutz *° 
stated that lipodystrophia progressiva is essentially encephalitis with 


involvement of the central fat-regulating mechanism. 


17. Ehrman, S., and Briinauer, S. R.: Sclerodermie, in Jadassohn, J.: Hand- 
buch der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1932, vol. 
5, pt. A 

18. Simon, C., quoted by Darier, J.: Ulcéres trophiques de la bouche et des 
fosses nasales (mal perforant bucco-nasal des tabétiques) et !'e probléme des nerfs 
trophiques, Ann. de dermat. et syph. 8:97 (Feb.) 1937. 

19. Ziegler, L. H.: Lipodystrophia: Report of Seven Cases, Brain 51:147 
(June) 1928. 

20. MacCallum, W. G., cited by Smith.*! 

21. Smith, H. L.: Lipodystrophia Progressiva, with Report of a Case, Bull. 
Johns Hopkins Hosp. 32:344 (Nov.) 1921. 

22. Gilchrist, T. C., and Ketron, L. W.: A Unique Case of Atrophy of the 
Fatty Layer of the Skin Preceded by the Ingestion of the Fat by Large Phagocytic 
Cells—Macrophages, Bull. Johns Hopkins Hosp. 26:291 (Oct.) 1916. 

23. Perutz, A.: Zur Pathogenese der als “Lipodystrophia progressiva” 
hezeichneten Erkrankung, Arch. f. Dermat. u. Syph. 166:653, 1932. 
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Facial hemihypertrophy has also been reported. Apparently this js 
less common than hemiatrophy. Masten ** has described enlargemen; 
of the left side of the face of a 12% year old boy. This was associated 
with epilepsy. Herman and Merenlender *’ have recently reported 
facial hemiatrophy in a 14 year old girl. This was associated with 
Pringle’s disease. 

In addition to confusion in clinical classification, much confusion 
exists as to development. The chief theories held at the present time. 


in order of popularity, postulate its origin from (1) the sympathetic 
and (2) the parasympathetic nervous system, (3) the trigeminal nerve, 
(4) the diencephalon, (5) polyneuritis and (6) an endocrine disorder, 


Donley ** aptly expressed the view when she said: 


That facial hemiatrophy is a symptom complex resulting from injury to the 
autonomic nervous system through the sympathetic component in either its central 
or peripheral course would seem to be the consensus of recent critical reviews on 
the subject. 


The following case of progressive facial hemiatrophy has been under 
our observation since 1930. 


REPORT OF A CASE 


J. R., a white man aged 40, was in a United States Army cantonment in 
December 1917 when the condition started rather abruptly with a sunken area 
in the left cheek. This was associated with painful spasms of the left side of 
the mouth. Gradually the entire left side of the face became sunken and smaller. 
The patient first lost his sight in 1932, and loss of hearing followed only in the 
past few months before this report was made. No trauma was associated with the 
beginning of this condition. There was no preceding infection of any sort, either 
local, about the head and neck, or systemic. At the onset the patient was 
examined thoroughly by army physicians and was told that no cause for this con- 
dition could be found. There were no other complaints. No similar condition was 
ever reported in any member of his family. 

The left side of the face showed marked atrophy of the subcutaneous tissue 
and muscle and presented from the profile a cadaveric appearance. This sunken 
appearance extended exactly to the midline of the forehead, nose and chin. The 
process extended on the scalp in the form of a single band approximately 3.5 cm. 
wide. This band extended just to the left of the midline to the parieto-occipital 
line. This area certainly resembled scleroderma “en coup de sabre.” The neck 


24. Masten, M. G.: Asymmetry, Unilateral Atrophy and Facial Hypertrophy, 
Arch. Neurol. & Psychiat. 35:136 (Jan.) 1936. 

25. Herman, E., and Merenlender, J.: Maladie de Pringle avec lI’hyperplasie 
hémifaciale (de la joue, des lévres, de la conjonctive de l'oeil et de la conque de 
l’oreille) sans coexistance des symptOmes psycho-nerveux, Acta dermat.-venereol. 
16:276 (Oct.) 1935; abstracted, Wise, F., and Sulzberger, M. B.: Year Book 
of Dermatology and Syphilology for 1936, Chicago, The Year Book Publishers, Inc., 
1937, p. 236. 

26. Donley, D. E.: Facial Atrophy Associated with Epilepsy, J. Nerv. & Ment. 
Dis. 82:33 (July) 1935. 
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less full on the left side, but no definite atrophy could be made out. The 
No atrophy could be made 


s drawn taut; there were no changes in color. 
f the face was apparently 


where in the affected area. The musculature o 
although limited in response. No unusual firmness 
did not have the appearance of any type of 
The face tanned in summer. The pigmentation of the 
There 


could be seen. The 

us changes scleroderma. 
ting was present. 
| side was less intense, however, than that of the unaffected side. 


spotty lack of beard on the affected side of the face. The eyebrows were 
The upper eyelashes were missing on the lateral 


( 


e« on the mesial aspect. 











lig. 1.—A, hemiatrophia faciei progressiva of ten years’ duration. A histamine 
wheal can be seen on the forehead. B, extension of the condition up into the scalp. 


It resembles scleroderma “en coup de sabre.” 


aspect. Palpation revealed no apparent abnormalities of bone. There was a small 
gland at the left angle of the jaw. It appeared intimately attached to the periosteum. 


No calcification of this gland was seen by roentgenogram. The eye was sunken. 
There was some definite movement of all the external ocular muscles. These move- 
The eyeball was soft, 


ments were limited, as one would expect with a blind eye. 
The left auricle 


and there was severe scarring; the fundus could not be seen. 
The meatus and tympanum appeared normal. 


appeared smaller than the right. 
The buccal surface on the left 


Most of the teeth were missing from the left side. 





7022 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


side was not remarkable. The right pupil was irregular and fixed. The right jundys 
was normal. The remainder of the physical examination gave essentially negatiye 
results. There was no difference in the blood pressure in the two arms. 
The following is a list of the neurologic findings: 
1. No disturbance in the sense of smell 


Blindness of the left eye 


2 
3. Some diminution of aural acuity on the left 
4 


No paralysis or weakness of facial musculature 
No disturbance of sensation about the face 
Proprioceptive sense present in the face 
Corneal reflexes present 
Left half of the tongue atrophied 
. Taste sensation present 
Gag reflex present 
11. Uvula in midline 
12. No differences in platysmal tension 
13. No weakness of the arms or legs 
14. Tendon reflexes equally hyperactive 
15. No ataxia 
16. No sensory disturbance in the extremities 
17. No pathologic reflexes 

The Wassermann reaction of the blood was negative. A roentgenogram of the 
skull showed no atrophy of bone. The urine was normal. Recent examination 
showed the spinal fluid clear with no increase in pressure. Globulin was not present. 
No cells were found. The sugar content was 57 mg. and the chloride content was 
729 mg. per hundred cubic centimeters. The Wassermann reaction was negative, 
and the colloidal gold curve was 0000000000. The jugular compression test showed 
response. 

Intradermal injection of histamine (0.1 cc. of 1: 10,000 dilution) produced a 
typical triple response, with the wheal and erythema apparently more extensive on 
the affected side. Injection of pilocarpine showed no difference in the sweating 
of the face. The patient also showed no apparent reactions to 10 minims (0.61 cc.) 
of epinephrine solution. 

Recently a deep section of skin was removed at the border of the hemiatrophy 
on the chin. It was difficult to tell the atrophic from the uninvolved skin. The 
epidermis showed no thinning. No decided changes were evident save for some 
vacuolation of the cells and pyknotic nuclei in the basal layer. There was a sparse 
lymphatic infiltrate in the upper layers of the cutis, extending into the basal 
cell layer. Hair follicles and glands were present in fair numbers and showed 
no atrophy. The Van Gieson stain (fig. 2) revealed some thickening and 
occasional splitting of the collagenous bundles but otherwise no definite changes. 
Stains for elastic tissue were reported as giving negative results. The blood vessels 
were present in fair numbers and showed no changes. No special collections of 
perivascular infiltrate could be made out. Although the section was taken deep, 
little subcutaneous tissue was seen. There was some scattered lymphocytic infiltrate, 
but no fibrosis cou'd be made out. Biopsy of muscle was not performed, In general 
these sections showed little cutaneous change. The only significant change was an 
apparent decrease in the subcutaneous tissue. These sections did not resemble 
scleroderma. The hemiatrophy had been present for about nine years before the 
cutaneous sections were taken. 
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t the same time cutaneous sections from the thigh in several cases of hemi- 


, were studied. The skin in a case of recent hemiplegia showed no change. 


pl 
In a patient with hemiplegia of many years’ duration the epidermis was decidedly 


atrophic, consisting of only three to five cell layers. Only rare rete plugs were 
cee. There were some scattered areas of slight lymphocytic infiltrate in the cutis. 


There seemed to be a decrease in the number of glands and follicles. However, 
tudies of the collagenous and elastic tissue revealed no important changes beyond 

















Fig. 2—Section of tissue (van Gieson stain), showing fairly normal collagenous 


tissue bundles. There is no atrophy of the epidermis. 


thickening of some bundles of collagenous fibers. There seemed to be some decrease 
in the depth of the subcutaneous tissue. The blood vessels were not abnormal. Save 
for the epidermal atrophy the latter sections showed little change and resembled 
cutaneous sections from the area of facial hemiatrophy. 

This patient, then, presented typical facial hemiatrophy. Save for some increas- 
ing difficulty in hearing, the condition appeared to have been stationary for the 
past four years. The changes in the skin did not suggest scleroderma or even 
acrosclerosis grossly, microscopically or physiologically. Save for the epidermal 
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changes, microscopically the cutaneous sections resembled those in cases of hemj- 
plegia of long duration. Localization to a single nerve center could not be 
definitely determined. Involvement oi the so-called trophic fibers of the facial nerve 
had been suggested often for facial hemiatrophy. The lesion of the scalp was 
explained by “ramifications of rami temp. n. facialis.” 1° The cause of facial hemj- 
atrophy in this case could not be ascertained. At the time of writing the patient 
has become less self-conscious about his condition and seems completely adjusted 
to his abnormal face. 
TREATMENT 

The results of treatment of facial hemiatrophy are extremely discour- 
aging. Therapy should be given first for the associated systemic or 
neurologic condition. Perhaps acetylcholine derivatives may be of some 
use in the early stages. Cassirer ** has advised early periarterial sym- 


pathectomy. Ganglionectomy has also been performed. Plastic opera- 


tions usually consist of injections of a paraffin mixture.  Iglauer * 
has used fat transplants ; these, however, may be absorbed after a time. 
He has also recommended bone transplants. According to some theories, 
endocrine (estrogenic?) therapy may be given. In the case reported 
here all forms of surgical treatment suggested have been refused. 


SUMMARY 

A case of typical hemiatrophia faciei progressiva of ten years’ dur- 
ation has been under observation for about seven years. The clinical 
resemblance of this condition to scleroderma and perhaps to lipodys- 
trophia progressiva is mentioned. The meager cutaneous changes 
observed grossly, microscopically and physiologically did not suggest 
scleroderma. Hemiatrophia faciei progressiva may be considered a syn- 
drome of varied causes, related to that puzzling and confusing neural 


function, trophism. 


27. Cassirer, quoted by Archambault and Fromm.} 
28. Iglauer, S.: Personal communication to the authors. 








Clinical Notes 


INEXPENSIVE APPARATUS TO HOLD SHOCKPROOF 
X-RAY CABLES OUT OF THE WAY 


GaArRoLp V. Stryker, M.D., Sr. Louts 


\n inexpensive and practical apparatus to hold shockproof x-ray cables out of 
the way has been devised. The arrangement provides free movement of the tube 


stand and at the same time holds the cables away from the patient. 














| 


A 1 inch (2.5 cm.) steel spring (4) is suspended from the ceiling. To the ends 
of the wooden or bakelite cross bar (B) metal screw eyes (C) are attached. The 


cables are then fastened to the screw eyes by means of a cord, wire or metal loop. 


634 North Grand Boulevard. 





LOCAL ACID THERAPY FOR DERMATOPHYTOSIS 
Harry E. Arperson, M.D., SAN FRANCISCO 


For several years I have advised patients with mycotic infections of the hands 
and feet to apply ordinary vinegar twice daily as a cleanser. This has proved to 
be a useful auxiliary to other treatment. It also has served as a_ valuable 
prophylactic measure in the “after-treatment” of such conditions. 

Last year Dr. John C. Belisario, of Sydney, Australia, told me about his suc- 
cessful treatment with citric acid. His patients were advised to rub the raw surface 
of a lemon cut in half into the affected areas. Last summer, -while at sea, I had an 
acute vesicular attack on one sole and one palm. For less than a week I rubbed in 
lemon several times daily, allowing it to dry. Aside from a temporary smarting 
and some “stickiness” for a while, the treatment was not disagreeable. The lesions 
disappeared in a week, the process ending in peeling. A subsequent recurrence 
during hot weather in the mountains of California was promptly relieved with 
lemon juice, together with a salicylic acid—boric acid powder and finally a non- 
medicated neutral oxycholesterol-petrolatum ointment base. I have used _ this 
treatment successfully in many cases, the most striking of which was that of a 
Stanford University medical student who had had the eruption on his palms more 
or less constantly for two years. 

These experiences and the fact that various acid preparations are most helpful 
are of interest in connection with the recent valuable work of Peck and his 
associates. ! 

In the later care of such conditions tar and sulfur are useful in restoring to the 


epidermis its normal functions. 


490 Post Street. 


1. Peck, S. M.; Rosenfeld, H.; Leifer, W., and Bierman, W.: Role of Sweat 
as a Fungicide, with Special Reference to the Use of Constituents of Sweat in the 
Therapy of Fungous Infections, Arch. Dermat. & Syph. 39:126-146 (Jan.) 1939. 


BILATERAL HERPES ZOSTER 


Joun V. Amsier, M.D., DENVER 


Bilateral herpes zoster is extremely rare, fewer than 50 cases having been 
reported. Epstein and Jacobson ! in 1936 thoroughly reviewed the literature, finding 
46 cases, and reported 2 cases of their own. Rattner? recently reported an 
additional case and stated that there are in the American literature references to 
only 20 cases of bilateral herpes zoster. 

1. Epstein, E., and Jacobson, H. P.: Bilateral Herpes Zoster Complicating 
Cutaneous, Osseous and Pulmonary Tuberculosis, Arch. Dermat. & Syph. 34:989 
(Dec.) 1936. 

2. Rattner, H.: Bilateral Herpes Zoster, Arch. Dermat. & Syph. 38:436 


(Sept.) 1938. 





AMBLER—BILATERAL HERPES 


REPORT OF A CASE 


unmarried white railroad employee aged 24, was seen on April 14, 
complained of a painful eruption on the dorsum of the neck of two 
ition. Two days before the eruption appeared he became suddenly ill with 
nd fever, his temperature reaching 104 F. The next day there was local 
pain over the dorsum of the neck. The physician who examined him 


¢ 
ai 


ing to account for the localized pain, the fever or the generalized 


About twenty-four hours after the onset of the illness and twelve hours 


nset of pain, an eruption consisting of grouped vesicles appeared on each 
; 


line on the dorsum of the neck 
ry was irrelevant except that six years previously the patient 
eruption in the right intercostal area, which had been diagnosed 


shingles. He stated that he had never had chickenpox but 


Bilateral herpes zoster 


nteered the information that he had been exposed to this disease about 
weeks before the onset of his present illness 


sical Examinaiion.—On the dorsum of the neck, in the area supplied by the 
cervical nerve, were three groups of vesicles, two on the right side of the 
line and one on the left. The individual lesions showed the characteristic 
ure of herpes zoster. The content of the vesicles was purulent. 

The rest of the skin was normal; there were no scattered varicelli form 
There was no evidence of previous herpes zoster in the right intercosal 


General medical examination gave normal results in all respects. The Kahn 

action of the blood was negative. 

\s the patient had little pain when examined, no treatment was instituted. He 
rapidly improved, and by the end of the week the lesions were almost healed. 
When the patient was seen three weeks later, there were slight scarring and 
increased pigmentation at the site of the lesions. 
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COM MENT 


A case of bilateral herpes zoster involving the area supplied by the fourth 
cervical nerve is reported. In addition to the rarity of the disease, the case a 


interesting for the following reasons: 1. There was a history of previous herpes 
zoster, a fact which corresponds with the findings in many reported cases of the 
bilateral type. 2. The disease was ushered in with marked fever and malaise. 
which are also reported as the usual symptoms of bilateral disease. 3. There was 


a definite history of exposure to varicella two weeks before the onset. 





Editorial 


DISCOVERY OF THE CAUSATIVE ORGANISM OF PINTA 
[he theory that various fungi are the cause of pinta must now be 
discarded, in view of the apparent discovery of spirochetes in a high 


percentage of the lesions of this disease. It is a source of satisfaction 


that the causative organism has been discovered by dermatologists, Dr. 
Braulio Saenz and his associates Drs. J. Grau Triana and J. Alfonso 
Armenteros. I am only surprised that the fantastic theory of a fungous 
causation should have persisted for more than a generation, particularly 
after the discovery that the Wassermann reaction was positive in 
nearly 100 per cent of cases and that the bluish lesions disappeared 
under antisyphilitic treatment. Other facts could be mentioned, such 
as unilateral distribution (in rare cases) which would make the theory 
of fungous origin seem unlikely if not impossible. 

On Aug. 3, 1938, Dr. Braulio Saenz and his associates Drs. J. Grau 
Triana and J. Alfonso Armenteros discovered a spirochete morpho- 
logically identical with Spirochaeta pallida in serum obtained from 
scraping an active lesion of pinta. This occurred in the Hospital de 
Nuestra Sefiora de las Mercedes, Habana, Cuba, in the service of Dr. 
Saenz. On August 4, this discovery was reported to the Cuban Society 
of Dermatology and Syphilology. Two days later Dr. Leon y Blanco, 
the pathologist of the hospital, found similar spirochetes in fluid from 
lymph nodes and in tissue stained by the method of Levaditi. The 
organisms were seen in the prickle cells and in the cutis in places 
showing the most intense pigmentation. A week later spirochetes 
were also found in pinta by Dr. V. Pardo-Castello in the Hospital 
Calixto Garcia, Habana, Cuba. 

To confirm the work done in Cuba, Dr. Leon y Blanco was later 
sent by Dr. Saenz to Mexico, and on October 5 he saw spirochetes 
on dark field examination in 6 of 7 cases at the Hospital General in 
Mexico City, Mexico. From October 14 to 17 he examined material 
from 91 patients with pinta (mal del pinto) in Iguala, Mexico, by the 
dark field method and found spirochetes in 88 cases. One of the 
patients in whom no organisms were present had previously been treated 
with neoarsphenamine, and a second patient was in the late stages of 
complete depigmentation. Scrapings from the normal skin of 10 
patients suffering from pinta and from 14 normal controls showed no 
spirochetes. From October 21 to 23 Dr. Saenz and his co-workers 
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visited Iguala, Mexico, and found spirochetes in 31 of 36 patients 


suffering from pinta. 

Interesting investigations have recently been carried out by Drs. 
Salvador Gonzales Herrejon and Maria del Carmen Ortiz Lombardiy; 
to discover the insect vector of the spirochete of pinta. A patient with 
pinta was exposed to the stings of Simulium haematopotum, the com. 
monest blood-sucking insect in regions where pinta is endemic. Spiro- 
chetes morphologically identical with those obtained from the patients’ 
serum were found in 4 of 48 insects. No spirochetes were found in 
3 other blood-sucking insects allowed to feed on the patches of pinta. 


H. F. 





News and Comment 


TENTH INTERNATIONAL CONGRESS 


Tenth International Congress of Dermatology and Syphilology will be 
the Waldorf-Astoria Hotel in New York for a week beginning Sept. 8, 1940, 

r the presidency of Dr. Oliver S. Ormsby. 

[he program will consist of three groups of meetings: The first will be a 
series of symposiums on selected subjects, in the main the systemic features of 
certain dermatoses. The reporters and discussers in these symposiums will be 
dermatologists of worldwide reputation who have been selected to participate 
because they have done outstanding work in these phases of dermatology. The 
{ part of the program will consist of presentations by volunteers. These 


second 
will be limited to new thought or original research in dermatology. The third 
part will be a symposium on syphilis. 

In addition a scientific exhibit will be held to illustrate the various essays, 
and it is planned to have a meeting of L’Union Internationale contre le Péril 


by enerien, 

Many of the papers to be presented by men from abroad will be given in 
English; nevertheless, an abstract in the five official languages (English, French, 
German, Italian and Spanish) of each thesis will be available to members of the 
congress at the time of the presentation. 

The American committee will be pleased to accept requests for places on the 
program of the volunteer sessions and the symposium on syphilis. The speakers 


on the selected topics have already been chosen. 

Applicants should furnish a brief abstract of the paper they wish to present, 
in order that the committee may select papers that contain original work. Reviews 
of the literature or reports of cases not conclusively demonstrating new thought 
will not be acceptable. Each author will be permitted but one presentation before 

*» congress. 

Further details about the congress will appear in subsequent issues of the 
ARCHIVES and in special notices. 

Further information will be sent on request. Applicants who wish to present 
a paper before the volunteer session or that on syphilis should communicate with 
Dr. Paul A. O’Leary, Secretary-General, 102-110 Second Avenue Southwest, 
Rochester, Minn., U. S. A. 


CONVENTION ON INDUSTRIAL HEALTH 


The twenty-fourth annual meeting of the American Association of Industrial 
Physicians and Surgeons with the American Conference on Occupational Dis- 
eases and Industrial Hygiene will be held at the Hotel Statler, Cleveland, June 5 
to 8. A timely, interesting and important program will be presented, by speakers 
{ outstanding experience in all the medical and engineering problems involved in 
industrial health. A cordial invitation is extended to all whose interests bring 
them in contact with these problems. Information regarding hotel accommodations 
may be obtained from Mr. A. G. Park, convention manager, 540 North Michigan 


Avenue, Chicago. 





Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


PREVALENCE, INCIDENCE AND TREND OF SYPHILIS IN Cuicaco. L. J. Ustrtoy. 
H. Hunter and R. A. VonperRLenrR, J. A. M. A. 110:864 (March 19) 1939 


A cooperative study was undertaken by the health authorities of the state of 
Illinois and the city of Chicago, the United States Public Health Service and the 
Works Progress Administration. The object was to determine the number of 
persons with syphilis actually under observation and treatment by all authorized 
medical agencies in Chicago, Every clinic and 99.6 per cent of the physicians jp 
active practice in Chicago cooperated in the four months’ survey. It was found 
that 14,350 patients with syphilis are constantly under medical care in Chicago 
The rate for syphilis per 10,000 of population is 44. The disease is eight and 4 
half times as frequent in the Negro as in the white population. Of 15,500 persons 
who seek treatment in Chicago each year, in only 16 per cent is the infection jn 
an early stage. The percentage of patients with early syphilis who continue 
treatment until they have had the minimum amount (twenty injections of arsphen- 
amine with appropriate heavy metal therapy) was 23 for private patients and 52 
for clinic patients. Patients with syphilis classed as latent or congenital similarly 
neglected treatment, only from 23 to 29 per cent receiving minimum treatment. 
During the period of investigation there was a great increase in the number of 
patients with early syphilis who presented themselves to the private physician 
for treatment. 


SoprtuM THIOSULFATE AND ELIMINATION OF ARSENIC. S. AyrES Jr. and N. P. 
ANDERSON, J. A. M. A. 110:886 (March 19) 1938. 


There has been a difference of opinion regarding the efficacy of sodium thio- 
sulfate in promoting the urinary excretion of arsenic. Ayres and Anderson studied 
49 cases of various dermatologic conditions in which arsenic was suspected of 
being a causative factor. Determinations of arsenic were made on the urine befor: 
and immediately after a single injection of sodium thiosulfate. In almost ever) 
case an increase in the urinary output of arsenic followed the injection. This 
increase ranged from ten to a hundred times the amount of the excretion prior to 
the injection of sodium thiosulfate. 


DERMATITIS DUE TO HEMORRHOIDAL OINTMENT CONTAINING KRAMERIA AND OIL 
oF Cape. M. Groinick, J. A. M. A. 110:951 (March 26) 1938. 


Grolnick reports the case of a man aged 23 who had a severe eczematous rash 
in the perianal, intergluteal, perineal and scrotal areas. There were positive 
reactions at the sites of patch tests with krameria, juniper tar (oil of cade), poison 
ivy, native rubber and rosin. The two first named substances were present in a 
hemorrhoidal ointment; the last two substances were responsible for sensitivity 
to adhesive plaster. Four years later there was a persistence of the sensitivity 
to krameria, but the other substances elicited negative reactions. 


TREATMENT OF METASTATIC CARCINOMA OF NECK SECONDARY TO CARCINOMA OF 
Lie. R. B. Morevanp, J. A. M. A. 110:1084 (April 2) 1938. 


According to Moreland, palpable cervical lymph nodes suggestive of carcinoma 
in a patient with carcinoma of the lip should be removed by surgical dissection. 
If the microscopic examination substantiates the diagnosis of metastatic carcinoma, 
postoperative irradiation, from 3,000 to 4,000 roentgens, is advisable. A satis- 
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utcome was obtained by Moreland in 28 of 31 cases in which this pro- 
as followed. No treatment should be given to the cervical lymph nodes 
ey are not enlarged. 


cat SENSITIVENESS ASSOCIATED WITH DERMATOSIS AND POLLEN Atopy. E. W. 

\[iskALL, J. A. M. A. 110:1439 (April 30) 1938. 

\ white youth aged 17 stated that three months previously, after a severe 
attack of scarlet fever, attacks of urticaria appeared on exertion or on going into 
4 warm room. Local and generalized whealing were produced by raising the 
temperature of part of the skin and of the room, respectively. Desensitization by 
progressively warmer baths proved curative. The patient was subject to attacks 
of hay fever and suffered from eczema of the hands. Lewis, New York. 


ALTERED CUTANEOUS CONDITIONS IN THE SKIN OF TUBERCULOUS GUINEA PGs 
as DEMONSTRATED WITH A VITAL Dye. A. L. JoyNer and F. R. Sasin, 
J. Exper. Med. 68:325 (Sept.) 1938. 


Because of the inadequate knowledge of the mechanisms involved in allergic 
reactions in the skin, Joyner and Sabin injected into the skin of tuberculous guinea 
pigs and observed the spread therein of a dye relatively inert in the normal animal. 
They found a restriction both to the diffusion of dye in the connective tissue 
spaces and to the drainage of the same dye into the lymphatic vessels in tubercu- 
losis and in epizootic lymphadenitis. In the skin of moribund tuberculous guinea 
pigs, animals no longer allergic, the dye spread more rapidly than in the normal 
animal. 

Their findings suggest that the dye method may disclose altered conditions of 
the tissue in the allergic state. 


Tue BEHAVIOR OF Pox VIRUSES IN THE REsprRATORY TRACT: I. THe RESPONSE 
or MICE TO THE NASAL INSTILLATION OF VACCINIA VirUS. JOHN B. NELSON, 

J. Exper. Med. 68:401 (Sept.) 1938. 

Nelson worked with a strain of vaccinia virus which when introduced directly 
into the skin produces a superficial necrosis with considerable reaction in the 
subcutaneous tissue. This virus implanted on the untraumatized nasal mucosa of 
mice multiplied actively in the local epithelial cells, There was no apparent 
cutaneous development of the virus, although it was probably carried to the skin 
in the circulating blood. Even injury to the skin prior to nasal instillation of the 
virus failed to induce its cutaneous localization. 


STUDIES ON THE SENSITIZATION OF ANIMALS WITH SIMPLE CHEMICAL CoM- 
POUNDS: V. SENSITIZATION TO DIAZOMETHANE AND MustTaArD Or. K. 
LANDSTEINER and A. A. D1 Soma, J. Exper. Med. 68:505 (Oct.) 1938. 


With the view of making new types of chemicals accessible for investigations 
on hypersensitiveness to drugs, methods were devised for sensitizing animals with 
diazomethane and volatile oil of mustard, two nonaromatic compounds. 

The observations of the authors indicate species and individual differences as 
regards the ability to become sensitized to various chemical compounds. 


THE CARCINOGENIC EFFECT OF A PAPILLOMA VIRUS ON THE TARRED SKIN OF 
Rappits: II. Mayor Factors DETERMINING THE PHENOMENON; THE MANI- 
FOLD ErFects OF TARRING. JOHN G. Kipp and Peyton Rous, J. Exper. Med. 
68:529 (Oct.) 1938. 

Using a virus which under ordinary circumstances produces uniform benign 
papillomatous growths, Kidd and Rous were able to demonstrate different effects 
with animals whose skin had previously been tarred. A great variety of benign 
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tumors resulted, as well as carcinomas of diverse types. These unusual reactions 
were observed only when the skin had been prepared by tarring before introductioy 
of the virus; tarring subsequent to the injection of the virus did not have , 
noticeable an effect. Lyncu, St. Paul. 


EMULSIFYING BASES IN DermMatoLocy. P. B. Mumrorp, Brit. J. Dermat. 50:54) 
(Oct.) 1938. 
The author proposes as a base for ointments the following formula: 
Liquid petrolatum 
PCN, i 65S 6 RARE SC OR SR 2 parts 
Mixture of higher fatty alcohols (hexadecyl and octa- 
decyl alcohols) containing 10 per cent acid esters 
(phosphated) of the alcohols..............cece0 2 parts 


It is claimed for this formula that it is a far more suitable vehicle than the 
usual preparations of petrolatum and hydrous wool fat, in that it is neutral and 
stable in the presence of acid, alkali, metals and salts and emulsifies in the pres- 
ence of watery solutions. 


TWENTY-FIivE YEARS OF THE GOLD TREATMENT OF LUPUS ERYTHEMATOSUS, 
Rosert Simons, Brit. J. Dermat. 50:575 (Nov.) 1938. 


From his experience with 47 cases of lupus erythematosus, Simons states for 
the case of gold preparations that in more than one half of the cases they will 
cure lupus erythematosus, a disease which previously had proved rebellious to 
other forms of treatment. 


A DEScRIPTION AND STUDY OF AN AREA OF ATROPHIC SKIN OCCURRING IN Mev, 
WITH Its RELATIONSHIP TO THE COMMON TYPE OF DIFFUSE ALOPECIA OF 
THE SCALP. PETER C. Rosertson, Brit. J. Dermat. 50:581 (Nov.) 1938. 


The author and his brother, also a physician, noticed areas on their legs on 
which the skin was smooth, pale, shiny and hairless, with superficial atrophy. 
These areas were situated below the knee, on the anterior, lateral and posterior 
aspects of the leg. The areas were so similar in appearance to areas of baldness 
on the scalp that a relation between them suggested itself, and an investigation 
was undertaken. As a preliminary measure the influence of chafing was excluded. 
The study included such factors as vascular supply, nerve supply and nerve 
influences and the composition of the blood. The conclusion, after examination 
of some 1,000 men, was that the occurrence of atrophic skin of the scalp and legs 
of men is probably due to a change in the balance of endocrine secretion and is 
dependent on the integrity of the testicles. Of the 1,171 men examined, 408 had 
atrophic skin of the legs; of those 408, 379 had atrophic skin on the scalp. It 
should be a comfort to some readers to learn that in the main these bald men are 
des males trés males. 


Dip Cotumsus Discover SypHILIs? Victor Rosrnson, Brit. J. Dermat. 50:593 
(Nov.) 1938. 
This is an interesting article based on a critical review of the literature of the 
time of Columbus. The answer is yes, for “History holds the balance, and the 
weight of evidence is heavier on the American side of the scale.” 


A CASE or CREEPING STAPHYLOCOCCAL DERMATITIS. D. R. MAcCDonacp, Brit. J. 
Dermat. 50:606 (Nov.) 1938. 
This report is interesting, with striking photographic illustrations of a creeping 
eruption from which was obtained a pure culture of Staphylococcus aureus. 
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XPERIENCES OF SYMPATHECTOMY IN DISEASES OF THE SKIN. E. 

rorpD, Brit. J. Dermat. 50:637 (Dec.) 1938. 

author discusses his experiences with sympathectomy in the treatment of 

ynaud’s disease with sclerodactyly, (2) hyperhidrosis, (3) erythema indu- 

ind (4) trophic ulceration. The results with the first group were, on the 

disappointing. The cases with early involvement showed more encouraging 
ts. in that the progress of the disease seems to have been checked, and if sympa- 
my is considered at all for this disease it should be used in the early stages, 
re there is contraction with painful ulcers. Sympathectomy has seemed to check 
progress of the superficial patchy forms of scleroderma, and in some cases 


eI 


the 


improved the local condition. In 2 cases of severe hyperhidrosis of the hands, 


lateral cervical sympathectomy effected complete cure, in 1 case for six and one- 

f years after the operation, In 40 cases of Bazin’s disease, excellent results 
were obtained by lumbar sympathectomy. Telford does not consider Bazin’s dis- 
ease a manifestation of tuberculosis. He considers the nodules to be lipophagous 
eranulomas due to the effect of cold on poorly nourished fatty areas. In cases of 
trophic ulcers the beneficial effects of sympathectomy were short lived. 


ul 


A CASE APPARENPLY ILLUSTRATING THE “PRIMARY COMPLEX” OF TUBERCULOSIS 
IN THE SKIN. R. M. B. MacKenna and C. A. WELLS, Brit. J. Dermat. 
50:645 (Dec.) 1938. 

\ girl aged 5 years had a tuberculous chancre on the chin, with enlarged 
regional glands and submental “cold abscess.” The Mantoux reaction was strongly 
positive with a dilution of 1:1,000, feeble with 1: 100,000 and negative with 
1: 500,000. There was no evidence of tuberculosis elsewhere. 


‘uTis HyYPERELASTICA (EHLERS-DANLOS SYNDROME). ARTHUR BurRRows, Brit. 

J. Dermat. 50:648 (Dec.) 1938. 

[This is a discussion of cutis hyperelastica (Ehlers-Danlos syndrome), with 
detailed microscopic examinations. The skin in general differs from normal in 
that the collagen fibers of the reticular layer of the corium are less abundant, are 
arranged more irregularly and are grouped less compactly. 


A CASE OF MorPHOEA WITH UNUSUAL SEQUEL. F. Ray BeEtTt.ey, Brit. J. Dermat. 

50:655 (Dec.) 1938. 

A girl aged 12 years had a patch of morphea on the right shoulder, which 
had accidentally been infected with diphtheria bacilli. Antitoxin effected a rapid 
cure of the infection, and improvement in the morphea set in immediately. In 
fact, in the course of months, the plaques of morphea were replaced by soft pale 
superficial scarlike areas with no lilac ring and no induration. It is thought that 
the immediate improvement after the diphtheritic infection was to some extent 
brought about by the infection. Even parts of the patch which were not infected 
by diphtheria and two outlying patches improved. 


KERION OF THE BEARD CAUSED BY ECTOTRICHOPHYTON MENTAGROPHYTES VAR. 
RADIOLATUM. Morris Moore, Brit. J. Dermat. 50:653 (Dec.) 1938. TricHo- 
Mycosis AXILLARIS NicRA: Report OF A CASE. Morris Moore, ibid. 50:659 
(Dec.) 1938. 

Both cases are reported because of the rarity of the condition described. 


RATTNER, Chicago. 
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Mycotic Pruritus ANI: SHoRT GENERAL Account. ALpo CASTELLANI, J, Trop 
Med. 41:377 (Dec. 1) 1938. , 

The author discusses pruritus ani produced by fungi, usually Trichophyton 
Epidermophyton and Monilia. Such disease is regarded as rather frequent even 
in temperate zones. In the early stages there may be only a few minute red raised 
infiltrated patches. Later a well marginated perianal dermatitis is present. [py 
late stages lichenification is noted. The condition is more common in females, 
The course is chronic with periods of improvement and exacerbation. The follow- 
ing therapeutic formulas are suggested: 

1. Precipitated sulfur, 1 to 2 parts; salicylic acid, 1 to 2 parts, and petrolatum, 
30 parts. 

2. (Deek’s ointment). Salicylic acid, 4 parts; bismuth subnitrate, 10 parts: 
mercuric salicylate, 4 parts; oil of eucalyptus, 4 parts, and petrolatum and wool 
fat to make 100 parts. 

Other preparations, containing tar and chrysarobin are mentioned, and frac- 
tional doses of roentgen rays are advised for severe or chronic disease. 


LAayMON, Minneapolis, 


FataL ALASTRIM (MILK Pox) IN AN INFANT. J. M. DA Rocua, Arch. de pediat,, 
Rio de Janeiro 10:449 (June) 1938. 

Alastrim, or variola minor, which resembles true smallpox (variola major) in 
the character and distribution of the lesions, is fairly common in Brazil. It differs 
from variola major in the absence of fever, the lack of scarring and the generally 
benign course. The mortality in a series of cases is estimated as between 0.5 and 
2 per cent. This case was reported because of the fatal termination. The child 
was 2 years of age. Its illness followed the usual mild course but was complicated 
by anuria. Permission for autopsy was not obtained. 


SanrorD, Chicago. [Am. J. Dis. Cuup.] 


PRIMARY TUBERCULOSIS OF SKIN. J. THoME, Deutsches tuberk.-bl. 12:296 (Dec.) 
1938. 

The author describes a case of tuberculous chancre of the fraenulum preputii 
and claims that it is the first case published in the literature. The diagnosis was 
made by exclusion of other possibilities, with the assistance of a positive tuberculin 
test and the presence of tubercle bacilli in the adjacent lymph glands and in the 
secretion of the chancre. A histologic examination of the lesion proved the tuber- 
culous character of the latter, and inoculation of a guinea pig confirmed this 
diagnosis. Spontaneous recovery occurred, owing possibly to unintentional auto- 
inoculation on another place or to tuberculin vaccination. 

ASTRACHAN, New York. 


TREATMENT OF FISSURES OF THE NIPPLES BY APPLICATION OF Cop LIVER Ol. 
N. D. Cuaprro, J. Ukrainian Sc. Inst. Maternal & Child Health, 1937, p. 34. 


Chapiro reports that 298 patients were treated for fissure of the nipple by 
application of unsterilized cod liver oil, after which the breast was protected by 
a thin piece of rubber sheeting. Complete healing was observed in 88 per cent 
and notable amelioration in 12 per cent of the cases in which the lesion was mild. 
More severe fissures showed less striking improvement. 


SEMENENKO-McCKHANN, Boston. [Am. J. Dis. CHp.] 


INVESTIGATION OF CALCIUM AND PoTtassIuM CONTENT OF BLOOD AND SKIN AND 
oF CUTANEOUS SENSITIVITY IN EXPERIMENTALLY Propucep HyPERVITAMI- 
nosis A. Masao AMAGASAKI, Jap. J. Dermat. & Urol. 44:5 (July 20) 1938. 


Injections of large quantities of vitamin A into rabbits produced anorexia, 
weakness, emaciation and in some cases death. There was a tendency of the 





PcTRP 4 is 


‘ “TO UrpDe rrDpDI 
IDSINACLS FRUMM CUARNE 


the blood to decrease in the spring and summer and of that in the skin 
ase considerably, particularly in spring and summer, v the potassium 
f the skin was diminished. The skin of these rabbits showed also weaker 
ity to application of croton oil after than before the injections of vitamin A 
trols rabbits were used which were given no injections or injections of 


ENTAL INVESTIGATION OF ToxIcC SUBSTANCE IN SKIN IN DERMATITIS 


PRELIMINARY Report). IsamM Mryake, Jap. J. rmat. & Urol. 44:51 
20) 1938. 
thor summarizes the investigative work which has been carried out in 
ic in the past few years. Experiments on rabbits have shown that derma- 
atly influences the anatomic and functional status of the various internal 
Evidence was found for the fact that dermatitis produces a toxic sub- 
hich is responsible for the disturbance in the organs of the body. Inves- 
indicate that the substance is chemically globulin, which is greatly 
in the skin in dermatitis. The author plans further investigations in 
the exact nature of this toxic substance and its effect. 


RIBUTION TO PATHOLOGIC AND CLINICAL KNOWLEDGE OF RECKLINGHAUSEN’S 
ISEASE. K. HaseGAWA, Jap. J. Dermat. & Urol. 44:53 (Aug. 20) 1938. 
[he author reports a case of Recklinghausen’s disease in a man aged 54 who 
f pulmonary tuberculosis. The autopsy showed defects in the occipital bone 
and thickening of the underlying dura mater and thinning of the parietal bone. 
Both vagus nerves were thickened. Microscopic examination of the tumors indi- 
cated primary development of neurinoma and secondary penetration of collagenous 
fibers into the tumor, producing mixed tumors of different degree. 


INFLUENCE OF EczEMATOUS CHANGES IN SKIN ON Tuyrorp: III. On Histoocic 
CHANGES OF THYROyD IN EXPERIMENTAL Dermatitis. T. Ozaxt, Jap. J. 
Dermat. & Urol. 44:54 (Aug. 20) 1938. 

Histologic examination in experimental dermatitis of the rabbit revealed hypo- 
function of the thyroid in the acute,stage and hyperfunction in the subacute stage. 

After improvement and cure of the dermatitis the thyroid resumed its normal 


Ttunction. 


FoRMALDEHYDE (“FoRMoL-GEL”) REACTION IN LYMPHOGRANULOMA VENEREUM. 
T. IsHizuKa, Jap. J. Dermat. & Urol. 44:66 (Aug. 20) 1938. 


rt 


The author employed the formaldehyde (“formol-gel’) test in 218 cases of 
lymphogranuloma venereum, in 15 cases of chancroid bubo and in 45 

syphilis. He found the reaction to be positive in a greater percentage of cases 
of lymphogranuloma venereum than of chancroid or syphilis and to be of a higher 
degree of positivity. Occasionally the reaction is positive in lymphogranuloma 
venereum earlier than the Frei reaction. The formaldehyde reaction usually 
becomes positive in the second half of the first stage of the illness, is strongest 
in the first half of the third stage, then starts to grow weaker and becomes 
negative at the beginning of convalescence. The intensity of the reaction is pro- 
portionate to the extent of the lesion. Bioom, New York. 


cases of 


CoLitis AS A SEQUEL OF LYMPHOGRANULOMA VENEREUM. B. FALCONER, Acta 
dermat.-venereol. 19:185 (May) 1938. 


A case of lymphogranuloma venereum followed several years later by tenacious 
litis and rectal stricture is described. A colostomy was performed, and _his- 
ic examination of the specimen of colon showed a proliferative inflammation 
surface of the mucous membrane and infiltration of cells limited to the 





718 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


submucosa. This infiltration presented cellular formations somewhat resembling 
tubercles and also those cellular formations which are seen in lymphatic glands 
changed by the process of lymphogranuloma venereum. The author believes that 
the case was one of specific colitis of lymphogranuloma venereum. 


Use or KLIne PRECIPITATION TESTS FOR DIAGNOSIS AND EXCLUSION OF Sypuittis 

K. ScHNITLER, Acta dermat.-venereol. 19:246 (May) 1938. 

Tests were performed on 3,000 samples of inactivated serum. The diagnostic 
test is more sensitive in cases of latent and treated syphilis than the Bordet modj- 
fication of the Wassermann test, but gives more nonspecific reactions. The excly- 
sion test cannot be relied on if used alone, because of many nonspecific reactions 
and because it may give negative reactions in cases in which positive reactions 
were obtained by one or several other diagnostic methods. 


PROBLEM OF LIvEDO TELANGIECTATICA CONGENITA GENERALISATA. S. NEuUMaRK. 
Acta dermat.-venereol. 19:316 (May) 1938. 


The author describes a case of extensive livedo reticularis in an undernourished 
girl aged 3 years. The child presented at birth a deep blue discoloration of the 
entire skin, including the visible mucous membranes. Only after three or four 
months did normally colored areas begin to appear; these enlarged gradually. 
At the age of 3 years the patient presented numerous telangiectatic spots, which 
were most pronounced on the face and extremities. A spontaneous gradual 
improvement took place during eight years’ observation. The author believes that 
livedo reticularis is caused by developmental disturbances of the vascular system, 
consisting of dilatation of the blood vessels, together with a proliferation of new 
vessels in the connective tissue. There is also diminution—almost total absence— 
of elastic fibers in the outer walls and in the vicinity of the dilated and multiplied 
vessels of the superficial parts of the cutis. 


THERAPEUTIC ACTION OF PROTEINS ON PsortAsis. J. Leontievand J. TELICHEVvsky, 
Acta dermat.-venereol. 19:331 (May) 1938. 


The authors report on the therapeutic effect of a special protein preparation 
in a group of cases of psoriasis, The prepatation had no anaphylactic qualities 
and consisted of 49.35 per cent carbon, 15.75 per cent nitrogen, 6.95 per cent hydro- 
gen, 4.3 per cent tyrosine and 1.66 per cent tryptophan. The injections were given 
intramuscularly, and there were no after-effects. All symptoms of psoriasis dis- 
appeared after fifteen or twenty injections. The authors give a detailed report 
of 5 cases. 


EXPERIMENTAL SENSITIZATION OF GUINEA Pics To Om oF TURPENTINE. W. 
BurcKHarpt, Acta dermat.-venereol. 19:359 (Aug.) 1938. 


Guinea pigs were successfully sensitized to pinene (the main component of 
oil of turpentine) by patch tests made every three or four weeks during four or 
five months. The sensitization manifested itself by the development of an eczema- 
toid dermatosis. Coincident application of soft soap or the use of old turpentine 
containing a high concentration of auto-oxidation products with the pinene elicited 
a more pronounced reaction. These observations demonstrate the importance of 
factors such as irritation by alkaline substances or by the use of old turpentine 
in the production of hypersensitivity to turpentine. The induced sensitivity in 
3 guinea pigs did not diminish during two and one-half years of observation. 


A CASE or SuBCUTANEOUS FAT NEcROSIS oF Newsorn. J. H. Broers, Acta 
dermat.-venereol. 19:404 (Aug.) 1938. 


A case of typical subcutaneous fat necrosis of the newborn with spontaneous 
recovery in three months is described, The differential diagnosis is discussed, and 
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that a definite diagnosis can be established histologically only is stressed. 
like crystals (palmitin or palmitin-stearin) were observed histologically. 


ic DIAGNOSIS OF FoURTH VENEREAL DISEASE (NicoLaAs-Favre). I. D. 
rKEL and D, G. TULBERMAN, Acta dermat.-venereol. 19:410 (Aug.) 1938. 
formaldehyde test gave a positive result in 82.5 per cent of cases of 
wranuloma venereum, and in only 3.5 per cent of cases of syphilis and 
negative result in all cases of chancroid. A positive reaction was most fre- 
ently obtained two to eight weeks after the disease had been contracted. The 
nic of the test is as follows: Two drops of undiluted (40 per cent) solution 
formaldehyde is added to 1 cc. of fresh, not inactivated serum, Only reactions 

in which coagulation occurred after not more than twenty-four hours were con- 
sidered positive by the authors. The formaldehyde test is not as specific as the 
Frei test, but it is easy to perform and the material is available to every one. 


ASTRACHAN, New York. 





Society Transactions 


AMERICAN DERMATOLOGICAL ASSOCIATION, INc. 
James H. Mitcuett, M.D., President 


Sixty-First Annual Meeting, Del Monte, Calif., June 8-11, 1938 


Scientific Sessions 


Some Original American Contributions to Dermatology: President's 
Address. Presented by Dr. James H. MitcHeELt, Chicago. 


This paper was published in full in the January issue of the ArcHIvEs, page | 


Positive Wassermann Reaction in Spirochetal Infections Other Than 
Syphilis: Report of a Case. Presented by Dr. Tuomas W. Murrett. 
Richmond, Va. 

This paper is published in full, with discussion, in this issue of the Arcuuves, 

page 667. 


Cutaneous Manifestations of Chronic (Idiopathic) Lipoidosis (Hand- 
Schiiller-Christian Disease): Report of Four Cases, Including Autopsy 
Observations. Presented by Dr. Clinton W. LANE and Dr. Marcaret G 
SmitH, St. Louis. 

This paper is published in full, with discussion, in this issue of the Arcnives, 

page 617. 


Xanthelasma and Leprosy. Presented by Dr. RALPH Hopkins, Dr. Sam H. 
Brack and Hirary Ross, New Orleans. 
This paper was published in full in the February issue of the ARCHIVES, page 
239. 


Tuberculoid Leprosy. Presented by Dr. Brautio SAenz and Dr. J. Castro 
PALOMINO, Habana, Cuba. 
This paper was published in full, with discussion, in the March issue of the 


ARCHIVES, page 456. 


Cutaneous Reaction, with Reference to the Surface pu, the Reaction to 
Ointments and Solutions of Different px and the Effect of the Skin 
in Modifying the px of Applied Solutions. Presented by Dr. Donat 
M. Pirttsspury and Dr. BertrAM SHAFFER, Philadelphia. 

This paper was published in full, with discussion, in the February issue of the 


ARCHIVES, page 253. 


Melanotic Sarcoma with Extreme Melanosis. Presented by Dr. HAMNETT 
A. Dixon, Toronto, Canada. 
This paper was published in full in the October 1938 issue of the ARcHIVES, 


page 574. 





SOCIETY TRANSACTIONS 


DISCUSSION 

-rnEp D. WEIDMAN, Philadelphia: This is a spectacular case indeed. It 
11 uncommon to witness widespread extension to the skin in cases of 
f melanoma primary in the viscera. In this case, with the primary lesion 
n. the distribution is somewhat unusual in that the lung has been spared. 
mple, when the tumor is primary in the eye or in an internal organ, the 
liver are commonly massively involved. I was gratified that the 
been tested for precursors of melanin; this test is not practiced com- 
ough by dermatologists. If the substance is present, it speaks for exten- 

volvement somewhere in the body. 
NeLson P. ANDERSON, Los Angeles: May I ask Dr. Dixon what the con- 

n of the adrenal glands was at autopsy? 


The Common Mole: Its Clinicopathologic Relations and the Question of 
Malignant Degeneration. Presented by Dr. Eucene F. Traus and Dr. 
Harry Kerr, New York. 

This paper will be published in full, with discussion, in a later issue of the 
LIVES. 


The Trichophytin Test: Its Value as a Diagnostic Aid. Presented by Dr. 
Greorce M. Lewis, Dr. GeorceE M. MacKee and Miss Mary E. Hopper, 
New York. 

This paper was published in full in the November 1938 issue of the ARCHIVEs, 


DISCUSSION 


Dr. Harotp N. Core, Cleveland: I think that Dr. Lewis has helped a great 


deal to evaluate the true position of trichophytin and of oidiomycin. I am still 

t clear, however, as to his statement that in a series of cases of psoriasis and 
liseases of that sort he is able to get positive reactions with trichophytin in about 
20 per cent of instances. Does this mean that the patient has had an infection 
with a mycotic organism and still has the antibodies in his system? It seems to 
me that one of the first questions to be answered as to the use of trichophytin 
and of oidiomycin is whether a normal person gives a positive reaction to these 
preparations? If so, there is still a great deal of work to be done before this 
situation can be clarified. 

Dr. JosePpH GRINDON, St. Louis: Does a positive trichophytin reaction mean 
that the patient has a fungous infection, or that he has had one? I have noted 
that patients with lesions limited to the hands which were clinically doubtful 
tungous infections and yet gave marked positive reactions sometimes in twenty 
minutes often remained unresponsive to fungicidal treatment. 

Dr. Georce M. MacKee, New York: Dr. Lewis had a conviction about this 
work several years ago, and he still has the conviction, in spite of adverse criticism. 
I support his contentions. 


Role of Sweat as a Fungicide, with Special Reference to the Use of 
Constituents of Sweat in the Therapy of Fungous Infections. Pre- 
sented by Dr. SaAMuet M. Peck, Dr. Hersert Rosenretp, Dr. WILLIAM 
Lerrer and Dr, Witt1AM BrerRMAN, New York. 


This paper was published in full, with discussion, in the January issue of the 
ARCHIVES, page 126. 
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Juvenile Pemphigus: Effects of Germanin in Three Cases. Presented } 
Dr. C. C. TomMiinson and Dr. O. J. CAMERON, Omaha. 
This paper was published in full in the October 1938 issue of the Arcirtyes 
page 555. 
DISCUSSION 

Dr. H. J. Tempreton, Oakland, Calif.: I should appreciate Dr. Tomlinson’, 
opinion as to whether or not the bullous dermatosis (Bowen) in the 2 cases which 
I presented yesterday resembled that in his cases and whether he would ys 
germanin in treating the condition. 

Dr. Witt1AmM H. Guy, Pittsburgh: I should like to comment on the extrem 
rarity of true juvenile pemphigus. Dr. Tomlinson has apparently made ever 
effort to establish the diagnosis in his cases. If the prognosis is universally bad 
with other types of treatment, one may be justified in the use of a remedy such 
as that employed by Dr. Tomlinson; if not, it seems to me that its use should 
be avoided. 

It is my impression that many such cases are not examples of true pemphigus 

Dr. Harotp N. Core, Cleveland: I endorse the conservative point of view of 
Dr. Guy. So far as I know, there are no recognized standards of purity and 
assay for this drug. Dr. Tomlinscn presented the formula that has been given, 
but the company has not given complete information concerning the product t 
the Council on Pharmacy and Chemistry of the American Medical Associatior 
I feel that it is wise to assume a conservative attitude in the use of this drug 
Certainly, if the company has a preparation of an ethical type it has nothing t 
hold back. What can be the objection to submitting it to the Council on Pharmacy 
and Chemistry for examination before it is generally distributed? 

Dr. Frep Wise, New York: While it is far from my mind to minimize the 
work which Dr. Tomlinson has presented, I feel that the eruption in the child, as 
he described it, is not pemphigus but a pemphigus-like or, better, a pemphigoid 
eruption. True pemphigus as it is commonly known in its three main varieties 
vulgaris, foliaceus and vegetans, does not occur in children. Moreover, in m 
opinion the drug called germanin (used also in the treatment of trypanosomiasis 
should not be employed in diseases which may respond favorably to other remedies, 
for its administration has often been followed by serious and even fatal results 
For genuine pemphigus as it occurs in adults I use germanin when all othe 
attempts at alleviation prove futile. In selected cases it is a good remedy. 

Dr. C. C. Tomirnson, Omaha: I agree with the conservative attitude expressed 
I think that germanin should be employed with caution but believe its use is 
justified when other measures have failed. If the blood pressure and the sodium 
and potassium content of the blood are carefully watched it may be possible t 
avoid serious consequences in the intolerant patient. 

I agree with Dr. Guy that an absolute diagnosis of pemphigus in a child is 
difficult to make. 

As regards Dr. MacKee’s question of fever, I can answer only that in all 
3 cases there was a serious febrile reaction after the later doses of germanit 
How much of the improvement was attributable to the drug and how much to tl 
febrile reaction I cannot answer. 


Susceptibility of Allergic and Nonallergic Persons to Rhus Toxico- 
dendron. Presented by Dr. FRANK C. KNow Les, Dr. Henry B. DECKE! 
Dr. ArTHUR G. Pratr and Dr. J. ALEXANDER CLARKE Jr., Philadelphia. 


This paper was published in full in the November 1938 issue of the ARCHIVES, 
page 773. 
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DISCUSSION 

SAMUEL SWEITZER, Minneapolis: In the part of the United States where 
there is particular interest in this subject, owing to the fact that it is a 

» ivv area. I have been wondering why Dr. Knowles used the dried leaves 
plant. Most people acquire poison ivy dermatitis in the summer, before 
eaf of the plant is dry and when the leaf has more substance in it than the 
leaf has. In a few cases it is acquired in the fall, after the frost, and persons 
told me that they have “got poison ivy” from the plant when there were no 
= leaves on the stem. I suggest that Dr. Knowles use the leaves of the plant in 
oreen state and not the dried leaves; more positive reactions should be elicited 

hat way. I conducted tests with 1 per cent alcoholic solution, and I have 

lered why in such tests on infants one does not elicit a positive reaction, 

ce sensitivity is supposedly acquired through contact with the substance. In a 

few weeks a reaction appears, although in the meantime the child has not been 


\ 


son's 


hich 


ut of the house. I have not been able to determine how children become sensi- 


tized under such circumstances; there must be some other reason than direct 
contact with the plant. Persons have been sensitized through contact with a dog 
or other animal. I know of one woman who touched a dog which had been 
through a patch of poison oak and was affected on her arm. 

Dr. GeorceE M. MacKee, New York: I agree that there is no difference 
between atopic and nonatopic persons in sensitiveness to Rhus. Perhaps one 
reason for the fairly universal sensitivity to Rhus is the almost universal contact 
with it. It is not, of course, necessary to come into contact with the actual plant. 
One may become sensitized by carriers, such as insects, clothing, animals, smoke 
and certain lacquers. 

Recently I have been studying true and false reactions to patch tests with 
various substances. I believe that it is possible to differentiate between them 
both clinically and histologically. The true reaction begins in the epidermis; the 
false reaction begins in the cutis. 

Dr. SAMUEL Ayres JR., Los Angeles: In regard to the metheds of coming 
in contact with poison oak, I do not think anything has been said about pollen, 
but that seems to me to be an important source of contact without actual touching 
of the plant. I have made a practice of going down in the canyon behind my house 
to gather poison oak, which is clesely related to poison ivy, and in the spring the 
iny flowers are fitled with pollen, which is apparently of the wind-borne type. 

might explain sensitization when there is no history of contact with the 
plant. 

Dr. JoseEPpH Grinpon, St. Louis: Doubtless there are marked differences in 
the poisonous properties of different regional varieties of Rhus. In Missouri one 
finds Rhus toxicodendron. Elsewhere grows Rhus venenata. In California there 
are Rhus diversiloba and a Chinese species, Rhus vernicifera. It would be strange 
if there were not a considerable gradation in the poisonous properties of different 
species of Rhus, since there exist Rhus aromatica, which is not poisonous, and 
the nonpoisonous sumacs, Rhus glabra and Rhus copalina. 


Dr. H. J. Tempreron, Oakland, Calif.: It has always seemed illogical to me 
to attempt to desensitize patients against poison oak by giving the extract by 
mouth. Such a method, in theory, would desensitize the corium, to which the 
antigen would be carried by the blood stream, and it is really the epidermis that 
should be desensitized, for contact dermatitis is an epidermal sensitization. Hence 
| am attempting to desensitize patients by applying poison oak solutions to the 
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skin, beginning with high dilutions and gradually increasing the strength. My 
“bathtub method” consists of adding 1 drop of poison oak extract to a bathtub 
full of water. The first day only the forearm is immersed in this solution. If no 
reaction occurs after a few days, the whole body is bathed in this dilution. From 
then on the strength is slowly increased by increasing the poison oak extract by 
1 drop or more per day. ; 

Dr. Francis E, SENEAR, Chicago: In China and Formosa, where workers 
in factories manufacturing lacquer handle material from rhus plants, a dermatitis 
frequently develops when the worker begins that type of work, but if he con- 
tinues the work the sensitization apparently disappears and the dermatitis is no 
longer present. It is reported that if the worker takes a prolonged vacation he 
again has the dermatitis when he returns to the same occupation. 

This is in contrast to the usualhistory of dermatitis venenata, as the dermatitis 
usually becomes more intense when the patient persists in his occupation. 


Dr. C. Guy Lang, Boston: The allergy of which I was thinking has to do with 
the reaction to procaine hydrochloride occurring in dentists after a return to 
work following a period of sickness or vacation, although they may have been 
working daily with this substance for some years without any disturbance to the 
skin. It seems to me that being away from it may cause loss of their immunity 
to the substance. 


Dr. Frep D. Weinman, Philadelphia: Antigens produce their effects in 
exceedingly small concentrations; hence the concentrated poison has little impor- 
tance in the development of the phases of the disease which are described in 
Dr. Knowles’s paper. When experimenting, one should imitate natural conditions 
as closely as possible. Under natural conditions, large amounts of concentrated 
antigen seldom remain on the skin for a long time; therefore, the dried leaf is a 
good average form of antigen to employ, and any conclusions to be drawn from 
Dr. Knowles’s kind of work should be based on the results of that sort of test 
object rather than on the results of the use of strong allergic concentrations, such 
as have been suggested in some of the discussions of Dr. Knowles’s paper. 


Dr. Frank C. Know es, Philadelphia: The point that Dr. Weidman brought 
out is the basis of this study. The investigation was an attempt to determine 
whether the dermatitis resulting from exposure of the skin to poison ivy is due 
to the background (susceptibility) of the subject or to local irritating effect. The 
patch test studies were made on over 200 fourth year medical students who care- 
fully noted their own allergic history and that of their families. Purposely mild 
applications were made, as we did not want to sensitize the persons tested. 

The points particularly emphasized were whether the patient or his peculi- 
arities have anything to do with the outbreak; whether an irritating reaction is 
an allergic reaction, and whether strong solutions are necessary to cause dermatitis. 

The study was of use in teaching each student the proper application and 
reading of the patch test. 


Urticaria Provoked by Heat or by Psychic Stimuli. Presented by Dr. J. G. 
Hopkins, Dr. B. M. Kersten and Dr. O. G. Hazer, New York. 
This paper was published in full in the November 1938 issue of the ARCHIVES, 
page 679. 


DISCUSSION 
Dr. JosEpH GRINDON, St. Louis: To my mind there is no question about 
nervous excitement producing urticaria. Leloir tells of a young woman who 
broke out with hives every time she was kissed. 
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Frep D. WeIDMAN, Philadelphia: I wish to emphasize that the points 

t out apply to physical allergy in general and not alone to urticaria. Choline 
rmatologic importance in yet another direction, namely, that it can be 
ped in the body under other conditions than in relation primarily to nerves 
the physiologic processes. Bacteria, for example, can break down fatty 
inces with the production of choline, and it may be that choline may 
tally be incriminated as one of the causes of other forms of urticaria, such 
toxic urticaria accompanying focal infection. I have always been surprised 
virulence of focal infection, the redness and heat not being proportionate 

- secondary effects, including urticaria. Choline is a poison with a violence 
he order of that of histamine and can produce effects in extremely minute 


entrations. 


Quantitative Investigation of Porphyrin Metabolism in Diseases of the 
Skin. Presented by Dr. Louis A. Brunstinc, Dr. Joacutm T. BrucscH 
and Dr. Paut A. O’LEAry, Rochester, Minn. 


[his paper was published in full in the February issue of the ARCHIVES, page 


Significance of Porphyrin Content of Urine in Dermatoses Associated 
with Sensitivity to Light. Presented by Dr. Atpert R. McFarLanp and 
WiLL1AM H. Strain, Pu#.D., Rochester, N. Y. 


This paper was published in full in the November 1938 issue of the ARCHIVES, 

page 727. 
DISCUSSION 

Dr. H. E. MicHELson, Minneapolis: I believe that, in addition to the presence 
of the porphyrins, external factors play an important part, and it is necessary to 
take the history carefully to ascertain just how the patient is exposed to the light. 

Dr. Harry R. Foerster, Milwaukee: Suspecting that a porphyrin might 
be the active photosensitizing agent in my cases, I injected hematoporphyrin 
hydrochloride at sites of patch tests preceding exposure to light but failed to 
obtain reactions not observed in the controls. Hematoporphyrin, while found in 
the urine, is not found in the tissues and is therefore not a suitable test material. 
An important point in consideration of porphyrins as possible photosensitizers 
is a recognition of the variable ranges in the fluorescent spectrums occupied by 
the different porphyrins. 


Diagnostic and Therapeutic Use of Tuberculin for Certain Acneform 
Eruptions. Presented by Dr. M. T. VAN Stuppirorp, New Orleans. 


This paper was published in full in the November 1938 issue of the ARCHIVEs, 

page 737. 
DISCUSSION 

Dr. H. E. MicHetson, Minneapolis: Dr. Van Studdiford’s theme is the use 
of tuberculin as a therapeutic agent in acne. From the pictures that he has 
shown one sees that it is necessary first to decide which patients have acne and 
which have acneform tuberculosis. Second, one must decide whether tuberculin 
as a therapeutic agent is a specific or whether it may act as a nonspecific agent 
and be of benefit to patients with acne. The problem is so big that I have no 
personal convictions which would throw any light on the matter. I am sure that 
a careful evaluation of each patient is necessary. 
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Dr. NorMAN N. Epstern, San Francisco: I should be interested to knoy 
whether in testing any of the patients Dr. Van Studdiford found any focal reaction 
in the lesions. 

Dr. M. T. VAN StuppiFrorp, New Orleans: In case 1 the acid-fast bacillus was 
found, cultured and injected into guinea pigs and rabbits. The fact that growth 
occurred in the rabbit and not in the guinea pigs marks the organism as the bovine 
type. 


Jaundice Occurring During the Treatment of Syphilis. Presented by Dx. 
C. Guy LANE, Boston. 
This paper was published in full, with discussion, in the February issue of 
the ARCHIVES, page 278. 


Studies of Sex Hormones in Acne: II. Urinary Excretion of Androgenic 
and Estrogenic Substances. Presented by Dr. Upo J. Wire, Dr. James 
S. Snow and Dr. JAmMes T. Brapsury, Ann Arbor, Mich. 
This paper was published in full, with discussion, in the February issue of 
the ARCHIVES, page 200. 


Uveoparotitis: A Sarcoid Reaction. Presented by Dr. Henry E. Micue soy, 
Minneapolis. 
This paper was published in full, with discussion, in the February issue of 
the ARCHIVES, page 329. 


Criteria for the Histologic Diagnosis of Keratosis Follicularis (Darier): 
Report of a Case with Vesiculation. Presented by Dr. Isaac R. Pets and 
Dr. M. H. GoopMan, Baltimore. 
This paper was published in full, with discussion, in the March issue of the 
ARCHIVES, page 438. 


Allergic Dermatitis Simulating Lymphoblastoma. Presented by Dr. A. 
BENSON CANNON, New York. 


This paper will be published in full, with discussion, in a later issue of the 
ARCHIVES. 


Contact and Environmental Allergens as a Cause of Eczema in Infants 
and in Children. Presented by Dr. Eart D. OsporNe and Dr. Haroip 
L. WALKER, Buffalo. 


This paper was published in full in the October 1938 issue of the ArcuHives, 

page 511. 
DISCUSSION 

Dr. SAMUEL M. Peck, New York: For many years both allergists and pedi- 
atricians have stressed the importance of foods as a cause of ezema in infants 
and children. When I presented my work on eczema of infancy and childhood 
(New York State J. Med. 34:957 [Nov. 15] 1934), it seemed to indicate 
that environmental allergens, such as feathers and wool, are as important 
as foods in the causation of eczema in persons in those age periods. Dr. Hill of 
Boston, who is a very careful observer, disagreed with our findings. He based 
his disagreement on the fact that he could not at that time demonstrate in infants 
positive hypersensitivity to feathers. Later he withdrew his objections, because, 
as we had pointed out, he found that his original subjects did not demonstrate a 
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ve sensitivity to feathers because they had not been in contact with that 

tance. When he tested a group of children who slept on feather pillows 

as able to demonstrate hypersensitivity to feathers in many of his cases of 

itile eczema. This clearly demonstrates on the one hand the importance of 

onmental allergens as the causative factors of the eczema of infancy and 

hood, and, on the other hand, it shows that there is an “acquired contact 
sensitivity” to feathers. 

It has always struck me that patients with generalized neurodermatitis differ 
from patients with ordinary eczema in that they are more prone to relapse and 
usually show a greater incidence of other allergic diseases, such as asthma and 

fever. Also, it has been shown that such patients are more frequently atopic. 

[he prognosis in such cases is poor, not because it is difficult to demonstrate 
the specific allergens but because it is almost impossible to lessen the tendency to 
sensitization to new substances with which they will come in contact when the 
old precipitating factors are removed. The therapeutic problem, therefore, is to 
find some method to raise the threshold of elicitation of their allergic reactions. 

It is of great importance in the care of infants to remove all known allergens, 
because, in my opinion, the longer an infant remains in contact with substances 
to which he is sensitive the greater is the tendency for sensitivity to increase as 
time goes on. 

Dr. S. E. Sweitzer, Minneapolis: With the aid of my co-workers Drs. 
Rusten and Cumming, I perfcrmed patch tests on 69 infants aged 1 to 8 days 
at the Minneapolis General Hospital. The substances used were as follows: 
petrolatum, 1 per cent phenol in petrolatum, hydrous wool fat, 2 per cent ammo- 
niated mercury ointment, 0.5 per cent paraphenylenediamine (aqueous), 1: 5,000 
mercury bichloride, 10 per cent turpentine in expressed oil of almond, 1: 1,000 
mercury bichloride, 0.5 per cent ivy oil and 1 per cent resorcinol. 

The sites of application were observed for twenty-four, forty-eight and seventy- 
two hours. Two tests (with 0.5 per cent paraphenylenediamine and 0.5 per cent 
ivy oil) were repeated in seventy-two hours at different areas. Consideration was 
also given the history or presence of atopic disease in the parents. The results 
of these tests are as follows: 

1. No patient gave a positive contact reaction after the first application of the 
substances mentioned. 

2. Two infants gave positive reactions after the second application of para- 
phenylenediamine and ivy oil, 1 infant reacting to each of these substances. 

3. Atopic diseases occurred in 30 of the parents, 16 having bronchial asthma, 
13 atopic dermatitis, 7 migraine, 6 seasonal pollenosis, and 5 urticaria. Two or 
more of the last-mentioned conditions occurred in the same parent in a few 
instances. 

From this study it is permissible to draw the following conclusions: 

1. The first application of a substance which is not a primary irritant produces 
a low incidence of positive reaction in newborn infants. 

2. Repeated contacts are necessary to produce dermatitis. Some substances 
with high antigenic power need only a few applications to cause an eruption, 
while others rarely cause dermatitis. 


3. There appears to be no transmission of sensitivity from the mother to the 


offspring through placental circulation. 
4. The presence or absence of atopic disease in the parents has no demonstrable 


significance in contact reactions of the newborn. 
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Dr. GeorceE M. MacKee, New York: The term eczema continuously has less 
meaning, especially to those other than dermatologists. To dermatologists it stil] 
has significance because it permits the visualization of a dermatitis that has fairly 
certain characteristics, although one admits that many if not all of these features 
are at times encountered in other dermatoses. A number of cutaneous diseases 
are still called eczema. Such diagnosis is proper, but the significance in relation 
to etiology, prognosis and therapy is greater when an adjective is added to the 
noun, to indicate the variety of eczema. As with pyoderma, there are a number 
of entities, types or varieties. One observes eczema venenatum, eczema haemo- 
staticum, eczema seborrhoeicum, neurodermatitis (circumscribed and disseminate), 
dermatophytosis and dermatophytid, eczema intertrigo and infectious eczematoid 
dermatitis. 

Pediatricians, general practitioners and many dermatologists use the term 
eczema infantile to indicate a variety of eczema or even an entity. I fail to recog- 
nize any essential difference between eczema of adults and that of infants and 
children, except, of course, for hemostatic dermatitis. The term eczema of infants 
and children is less confusing than the name infantile eczema. 


Dr. JosEPH GRINDON, St. Louis: Patch tests often are of value in cases of 
“contact dermatitis.” They are of little or no value in cases of food allergy. That 
is true both of infants and of adults. One often gets negative reactions when 
one should get positive reactions, or vice versa. There is some danger in patch 
tests. They may relight a fading eruption in a sensitized subject. 

I should like to point out that 5 per cent ammoniated mercury ointment should 
never be used for children and very rarely, and only in certain special conditions, 
for adults. To my mind a concentration of 3 per cent ordinarily is the limit of 
safety, and 2 per cent is usually preferable. Ammoniated mercury is an irritant 
substance. 


Dr. JAMES H. MitcHeELL, Chicago: Having seen so much trouble from general 
application of ammoniated mercury ointment, several years ago I adopted the 
routine practice of making patch tests on all patients before giving them this sub- 
stance in any form. I make it a rule to make a patch test with the prescribed 
preparation of the mercurial and to have the patient withhold application until 
forty-eight hours has elapsed. It is surprising how many positive reactions occur. 


Dr. Eart D. Osporne, Buffalo: I believe that eczema of infants is funda- 
mentally the same as eczema of adults. Environment affects the etiologic con- 
sideration. However, I believe, as Dr. Hopkins does, that foods are more important 
in the etiology of eczema of infants than they are in eczema of children and adults. 
Our figures substantiate that impression. 

I mentioned 5 per cent ammoniated mercury merely to condemn its use. Cer- 
tainly, no concentration over 3 per cent should ever be used, and in any concen- 
tration it should be applied only once to the entire body surface. 

I should like to emphasize that patch tests with water-soluble protein allergens 
are generally unsuccessful. I believe that clinical trial is the only way to be sure 
of the importance of water-soluble protein allergens in any given case. I did not 
have sufficient time to emphasize the great importance of wool as a cause of 
chronic atopic dermatitis. It is my impression, as more and more of these cases 
are investigated with newer methods, that wool is responsible for the condition in 
a high percentage of instances. I believe that all external contact and environ- 
mental allergens should first be removed and that this should be followed by 
actual clinical trial and testing. 
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Symposium on Industrial Dermatoses 
taneous Eruptions Among Industrial Workers: A Review of Two 
Thousand Claims for Compensation. Presented by Dr. Jonn Gopwin 


JOWNING, Boston. 


Chronic Granuloma in Industrial Dermatology. Presented by Dr. Hiram 
MiILter, San Francisco. 


War Gases and Industrial Hazards in Their Manufacture. Presented by 
Dr. H. N. Core, Dr. J. R. Driver, Dr. S. S. Bowen and Dr. GARRETT 


Cooper, Cleveland. 


Industrial Dermatitis and Melanosis Due to Photosensitization. Presented 
by Dr. Harry R. Foerster, Milwaukee, and Dr. Louris ScHwartz, New 


York. 


Medicolegal Complications in Dermatology Caused by Massachusetts 
Workmen’s Compensation Act. Presented by Dr. J. HARPER BLAISDELL, 
Boston. 


The papers in this symposium were published in full, with discussion, in the 
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A Case for Diagnosis (Arsenical Keratosis?). Presented by Dr. E. WILLIAM 

ABRAMOWITZ. 

M. K. a woman aged 31, presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, has had an eruption on 
the forearms for fifteen years. On both forearms and the face there are depig- 
mented, hyperpigmented and erythematous irregularly scattered patches with a 
mottled appearance. On the palms and soles there are numerous punctiform 
verrucous hyperkeratotic lesions. Examination of the urine showed 0.05 mg. of 
arsenic per hundred cubic centimeters. A piece of affected skin showed no 
arsenic. 

Histologic examination of a specimen taken from the hyperkeratotic lesions 
showed hyperkeratosis, with nothing to indicate the disease entity. Specimens 
from the other type of lesions showed an urticarial process. In the first specimen 
the epidermis was acanthotic and the rete pegs thickened. The granular layer 
was somewhat increased and the horny layer dense and greatly increased. The 
cutis showed nothing of note. The second specimen showed edema throughout 
the cutis. The vessels were compressed, with hardly any intense infiltrate around 
them. The epidermis was flattened out in some areas. The basal layer was 
greatly pigmented. 

The patient states that she has never taken any drugs, particularly arsenic in 
any form. There is no history of any similar disease in any member of the family. 
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The patient is apparently in good health, although she has not yet been examined 
carefully for any systemic disease. 
DISCUSSION 

Dr. Frep Wise: During the examination of the patient Dr. Abramowitz sug- 
gested the possibility of porokeratosis of Mibelli, and when I examined the palms 
and soles I was strongly inclined to-agree with this diagnosis. A picture like 
this has been described by several Italian authors in the past few years, with 
marked hyperkeratoses and warty lesions and the porokeratotic lesions which this 
patient has on the hands and feet. With respect to the pigmented lesions on the 
forearms, arms and legs, I do not remember whether such secondary nonporo- 
keratotic manifestations were described, but I do have a recollection of lesions of 
different types, not of a porokeratotic nature, combined with these unusual hyper- 
keratotic manifestations. The palms show distinct cribriform lesions like a tiny 
sieve or honeycomb. 

Dr. IsApoRE Rosen: I had an opportunity to study this patient at the clinic 
on several occasions, and while I agree with some of the remarks of Dr. Wise. 
to the effect that there is a resemblance to porokeratosis of Mibelli, I do not think 
the entire picture fits in with that disease. If I were to see the palms and soles 
of this patient alone, without knowing anything of the history, I should make a 
clinical diagnosis of arsenical keratosis. Although the patient states that she has 
not taken arsenic at any time, she undoubtedly came in contact with the chemical 
in many ways while she lived on a farm where the fruits and vegetables were 
sprayed with it. The keratoses with the hyperpigmentation and other pigmentary 
disturbances that she presents would fit in well with chronic arsenical intoxication. 

Dr. Paut Gross: Dr. L. P. Barker and I presented a case of porokeratosis 
of Mibelli before this section in October 1936 (ArcH. DerMatT. & Sypu. 36:179 
[July] 1937). The patient showed extensive verrucous lesions on the soles besides 
the typical eruption on the limbs. On careful examination one could see the 
characteristic changes of porokeratosis, particularly the hyperkeratotic wall in 
these apparently warty lesions. In the case presented there are no characteristic 
lesions on the rest of the body, nor are the verrucous lesions on the palms sugges- 
tive of porokeratosis. Incidentally, there is a wart on the right elbow which is 
somewhat unusual but would not exclude the diagnosis of arsenical warts, which 
I favor in this case. 

Dr. EuGENE F. Traus: I have not seen enough patients with porokeratosis 
of Mibelli to be able to express an authoritative opinion on the case presented 
tonight. The few patients whom I have seen had only a few lesions which pre- 
sented configurate patches or plaques with a sharply walled border, which sloped 
inward to an atrophic center. If this condition is porokeratosis, it must be a 
variant rather than a classic picture. While the diagnosis of arsenical keratosis 
certainly needs much confirmation, I am inclined to think that a more likely possi- 
bility. I should like to hear from Dr. Van Dyck, who has had a great deal of 
experience with arsenical keratosis. 

Dr. Latrp S. VAN Dyck: Clinically this case suggests to me the picture of 
arsenical keratoses. I have observed only 2 or 3 cases of porokeratosis. The 
finding of a small amount of arsenic in the urine or blood would not be an argu- 
ment either for or against the diagnosis of arsenical keratosis. The arsenic may 
be fixed in the skin, and one might find none at all in the blood or urine. In this 
case the amount found was within normal limits according to some standards; 
by others it would be considered a little high. The absence of any history of 
arsenical medication should not rule out the diagnosis of arsenical keratosis, for 
it is known that spray residues contaminate food and may cause acute poisoning 
or even death. Therefore, it is reasonable to believe that over a period of years 
in a susceptible person a retention of the poison may give rise to characteristic 
keratotic lesions on the hands and feet such as are seen here. Dr. A. B. Cannon 
(New York State J. Med. 36:219 [Feb. 15] 1936) enumerated the sources of 
chronic arsenical poisoning and estimated that the average adult in this country 
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s over 50 mg. of arsenic per day in his food. On chemical analysis the 
are 
sprayed with insecticides. 
\faRION B. SULZBERGER: I agree that the entire picture in this case, with 
ntation, hyperpigmentation and wartlike keratoses, is strongly suggestive 
rsenical effect. I also agree with Dr. Van Dyck that it is not necessary to 
reased amounts of arsenic in the urine or blood before concluding that a 
is the result of arsenic. At least, the lack of an increased amount would 
out arsenical effects of idiosyncratic or allergic nature, and in chronic 
f this type it is obvious that the arsenical exposure may have taken place 
or even years ago. All or the major part of the causal arsenic may have 
xcreted and the keratoses and pigmentary disturbances have developed only 
later. The other point I want to make is even more important: The pro- 
of these types of lesions may be dependent on the unusual susceptibility or 
allergy of the tissues to arsenic. It must therefore be assumed that even the 
small amounts of arsenic to which every one is continuously exposed may in 
few particularly susceptible persons produce these lesions. 
Dr. Lours ScHWARTz: I think perhaps the members might be interested in 
wing that the United States Public Health Service has made surveys of plants 
areas where insecticides are manufactured. My associates and I found many 
indreds of men who have been exposed to the dust of and have had contact with 
he chemicals for making insecticides, and we have not yet seen arsenical kera- 
es in any worker. The only cases of arsenical keratoses I have ever observed 
have been in clinics, and the lesions have resulted from the internal administration 
I have never observed a case in which the inhalation of arsenic dust 
cause, 
E. WILLIAM ABRAMOWITZz: I am impressed with the linear arrangement 
the keratoses on the fingers, suggestive of a nevoid eruption. On the palms 
ind soles, in addition to isolated lesions, there are three areas with a definite cir- 
lar arrangement of the keratoses, with a depression and a definitely marked 
idge with plugging. Some atypical eruptions have been reported in the literature. 
he report from the laboratory for the eruption on the arm is of an urticaria-like 
lesion, and for the keratoses, simple hyperkeratosis. I am not acquainted with 
uch an association with arsenical keratoses. 


Mycosis Fungoides. Presented by Dr. ISApoRE ROSEN. 

S. R., a man aged 62, presented from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital, has a generalized eruption of 
over two years’ duration. On the body and extremities are scattered and discrete 
well defined flat superficial plaquelike lesions which are circular and oval, rust 
colored and carrot colored and scaling and hyperkeratotic and vary in size 
irom that of a dime to that of half a dollar. On the parietal region of the scalp 
is a solitary fairly well defined nodular lesion the size of a small hazelnut, with 
a crusted verrucous irregular surface. Examination of the urine showed no 
abnormality, and the Wassermann and the Kahn reaction were negative. 

The histologic diagnosis was early mycosis fungoides. The vessels in the 

per part of the cutis and about the follicles were dilated, and around them were 
onsiderable edema and a polymorphous infiltrate. The latter consisted of small 
round cells, some larger cells with deeply stained large nuclei and a few mitotic 
figures. The epidermis was acanthotic, with areas of spongiosis and parakeratosis. 

re was a cavity filled with cells from the cutis. 


DISCUSSION 
Dr. CHARLES STERN MILLER, Corona, N. Y.: The infiltration was beneath the 
epidermis, about the superficial blood vessels. It was polymorphous. There was a 
ew reticulum. Some of the cells of the infiltrate showed evidence of degeneration. 
histologic picture was characteristic of early mycosis fungoides. 
(The members agreed unanimously with the diagnosis as presented.) 
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A Case for Diagnosis (Erythema Multiforme? Erythema Elevatum Diy. 
tinum? Erythema Annulare Centrifugum of Darier? Tertiary Syph. 
ilis?). Presented by Dr. S. M. KAuFMAN. 

A. W. B., a man aged 40, a janitor, is presented from Vanderbilt Clinic. The 
patient was first seen on Sept. 21, 1938. He stated that three years before he 
had noticed small nonitching- raised nodular lesions on the wrists and arms. Later. 
an erythematous somewhat elevated eruption appeared on his face, which dis- 
appeared, leaving nodules which remained for several days. On October 10 the 
patient returned, with a similar eruption on the shoulders, forehead, thighs and 
buttocks, with a formation of nodules in clusters, crescent shaped, indurated and 
moderately red. During this period the patient was treated at the Veterans 
Administration Facility for a cardiac condition. Eight or ten Wassermann tests 
were done, all of which gave negative results. The patient was taking digitalis. 
ephedrine, glyceryl trinitrate and “ormothal” for his nerves. 


DISCUSSION 


Dr. Marion B. SULZBERGER: I suggest as a possible diagnosis the sarcoid 
type of leprosy. The lesions are papular and circinate, and one sees this sort of 
lesion and this type of arrangement in sarcoid forms of leprosy. Also, both the 
history and the clinical picture are such that I think erythema multiforme can be 
excluded. The individual lesions in that condition tend to disappear. Furthermore, 
this man has a definitely enlarged right ulnar nerve. The left ulnar nerve seems 
to be of normal size. Moreover, Dr. Scheer called my attention to a characteristic 
nodular lesion on the lobe of one ear. Dr. Traub tested the patient for anesthesia 
in the area on the buttocks. This was not demonstrable. However, it is known 
that in this nodular and sarcoid type of leprosy there need be no anesthesia. In 
addition to clinical findings which suggest leprosy to me, this man has traveled 
and lived in Egypt and other countries in which he might have contracted this 
disease. 

Dr. Frep WisE: I think Dr. Sulzberger’s suggestion is a good one. As between 
erythema multiforme and Darier’s centrifugal erythema, I should be much in favor 
of the latter. 

Dr. Louis CHaArGIN: Of the diagnoses suggested, I favor erythema cen- 
trifugum of Darier, which was made by Dr. Wise. The eruption lacks some of the 
characteristics of leprosy, as for instance, the color and the manner of develop- 
ment. According to the history, the eruption first appeared in the form of papules, 
which by progression formed the gyrate patches now present. The resemblance 
to granuloma annulare rests only on the fact that some of the lesions are annular, 
but otherwise there are none of the characteristics of that disease. The condition 
is apparently not syphilis, but that too must be considered, because occasionally 
one sees this type of lesion in late syphilis—usually, however, associated with a 
certain amount of ulceration. 

Dr. HERMAN GOODMAN: A patient with a condition similar to this was pre- 
sented five or six years ago. Dr. A. J. MacGregor made the diagnosis of erythema 
centrifugum. He administered methenamine with excellent results. My attempt 
to secure similar results with another patient presented here about the same time 
failed. 

Dr. Apo_tpH ROSTENBERG: I also think the diagnosis of Darier’s erythema 
centrifugum is the correct one. The only thing which does not fit is the presence 
of nodular lesions at the periphery. In the true Darier form these lesions are 
erythematous. This picture fits in with a variety described by B. Lipschitz 
(Arch. f. Dermat. wu. Syph. 118:349, 1913) in Vienna, Austria, in which the 
peripheral lesions of the ring are papular. 

Dr. Max ScuHeEER: The lesions somewhat resemble Darier’s erythema cen- 
trifugum, but some clinical features are not in accord with this, such as the great 
thickening of the right ulnar nerve and the nodular lesion on the lobe of the left 
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hat is not part of the picture of Darier’s erythema centrifugum. I think 
mmbined with the persistence of the other lesions and the patient’s trips to 
- East, must make one think of leprosy. Smears should be made of material 


le nose. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. FRANK VERO. 
\{. H., a woman aged 53, a housewife, was first seen on Aug. 19, 1938, in the 
lical department of the Lincoln Hospital, on account of itching and loss of 
During the past three years she has lost about 25 pounds (11.3 Kg.). 
Diabetes mellitus was diagnosed but treated only by dietetic measures. About five 
years ago she noticed on the lower part of her leg small reddish discolored spots 
without any subjective symptoms; these gradually becgme larger. 

On the anterior aspect of the left leg there are sharply defined round infiltrated 
soft patches, two measuring 3 by 2% inches (7.6 by 5.3 cm.) and three measuring 
2 by 1% inches (5 by 3.8 cm.). The color in the center is yellowish red and at 
the periphery reddish blue. The surface appears fairly smooth and slightly scaly 
and is traversed by telangiectases. Similar but smaller round yellowish red lesions 
are present on the left leg surrounding the larger patches, and a few are present 
on the right leg. 

Urinalysis showed a 2 plus reaction for sugar. The blood showed 225 mg. of 
sugar per hundred cubic centimeters. 

Histologic examination by Dr. A. F. Liber showed a thin epidermis with the 
papillae small where present, but entirely flattened out over large portions of the 


section. The cutis presented multiple patches of edema and infiltration with poly- 


morphonuclear leukocytes, lymphocytes and plasm®@ cells at different levels. Some 
of these patches were about hair follicles, others about the coils and ducts of sweat 
elands and still others about small blood vessels. These patches were joined by 
streaks of cellular infiltration to form a diffuse network, in the meshes of which 
the cutis presented a somewhat washed-out appearance, with pale-staining edema- 


tous connective tissue. In several of the infiltrated patches were large giant cells 
with peripheral nuclei and with several vacuoles in the cytoplasm. There were a 
few uninucleated histiocytes with foamy cytoplasm. A moderate amount of fat, 
which stained orange-red with scarlet red, took the form of small droplets in the 
areas of infiltration, both intracellular and extracellular. The giant cells con- 
tained minute droplets of fat throughout the cytoplasm, as well as vacuoles which 
did not stain with scarlet red. Outside the infiltrated patches, rare fine droplets 
of fat were seen both within the histiocytes and in the interstices of collagen 
bundles. None of the fat was doubly refringent. 


DISCUSSION 


Dr. HERMAN SHARLIT: These lesions are clinically as typical as those described 
in the literature and in the half dozen cases or so that I have observed. However, 
one thing has always puzzled me: Diabetes has been recognized for many decades. 
These cutaneous complications were undoubtedly present during all those years, 
yet only recently does the association become a matter of published record and 
common knowledge. 

Dr. E. Witt1am ApBRAMOWITz: I should like to ask if this patient has been 
receiving insulin. 

Dr. Paut Gross: There is no reason why the condition should respond to a 
diabetic regimen or to insulin therapy, since it apparently is not the result of 
diabetes but of another disturbance of metabolism which may be associated with 
hypercholesteremia. I presented a case before this section some years ago 
(ArcH. Dermat. & SypuH. 30:598 [Oct.] 1934) which proved histologically to 
be an instance of necrobiosis. ‘The cholesterol and the sugar content of the 
patient’s blood were normal, and a later check-up gave the same findings, with 
a normal reaction to the sugar tolerance test. Another patient of mine (ARCH. 
Dermat. & SypnH. $2:491 [Sept.] 1935) who had necrobiosis lipoidica diabeti- 
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corum associated with diabetes did not respond to the antidiabetic regimen, byt 
improved definitely and slowly on a rigid low fat diet. There seems t 
sufficient evidence today that necrobiosis is not an obligatory diabetic condit 
and that it does not respond to general or local insulin therapy. 

Dr. E. Witt1aAm ABRAMOWITZ: I asked my question because I have an idea 
that cases of necrobiosis lipoidica diabeticorum were not observed formerly in 
part because of the different method of treatment pursued at that time. 

Dr. EuGene F. Traus: This picture is classic, with all the usual features. 
I have, on a number of occasions, shown 3 patients who presented the same 
clinical picture, but all of them were apparently nondiabetic. The clinical process, 
therefore, can be produced in patients who do not show high blood sugar or 4 
changed sugar tolerance. The patients I referred to were followed for a long 
time, 1 at least for three or four years, and during this period repeated determina- 
tions showed the blood sugar to be normal. No satisfactory local treatment was 
found for the lesions, but in a number of instances when an area was excised 
for diagnostic purposes the skin healed perfectly, with no return of the process, 

Dr. FRANK VeRO: This woman has never received insulin and has been 
treated only by dietary measures. The large lesion on the lower part of the right 
leg has undergone involution to a great extent since biopsy. According to the 
literature there is no response to any form of therapy, whether systemic or local. 
Some authors have tried insulin locally, and also roentgen therapy in fractional 
doses, without any results whatever. 


A Case for Diagnosis (Pyoderma? Lupus Erythematosus?) in Which 

Sulfanilamide Was Used. Presented by Dr. E. Witt1aAm Asramowirz. 

B. K., a man aged 34, from the Skin and Cancer Unit of the New York Post- 

Graduate Medical School and Hospital, was previously presented for an eruption 

involving the sides of the neck, the face, the eyebrows, the nose and the lips, before 

the Manhattan Dermatologic Society in April and May 1938 (ArcH. Dermat. & 
SypuH. 38:661 [Oct.] 1938; 39:367 [Feb.] 1939). 


The patient has been improving under treatment with sulfanilamide. He 
has received an average of about 40 grains (2.6 Gm.) daily by mouth. 


DISCUSSION 

Dr. Paut Gross: If the eruption in the beginning was so suggestive of 
bromoderma, this diagnosis could be maintained despite the patient’s statement 
that he has taken no bromide recently. I once had a patient who suffered from 
a bromide eruption on the legs, yet maintained that she had taken no medicin 
until I located a bottle of bromide solution at her bedside. A rather difficult 
situation existed between the patient and her husband, and malingering was th« 
best interpretation. 

Dr. Jesse A. TotmacHu: This eruption has several features even now which 
would bear out the first diagnosis of bromoderma. In addition, it does have 
enough characteristics of lupus erythematosus to make me think of that disease. 
I wonder whether the picture tonight is the same as that presented before the 
administration of sulfanilamide. That is to say, were the telangiectatic lesions 
present before sulfanilamide was administered? It is possible that the lupus 
erythematosus-like eruption may be a toxic erythema due to this drug. 

Dr. Davin Bioom: Regarding treatment of lupus erythematosus with sulf- 
anilamide, I wish to state that I have tried it in 8 cases, most of them of the 
chronic discoid type and few of the subacute type. There was no beneficial 
effect from this treatment. In fact, 1 patient with subacute lupus erythematosus 
became worse while under treatment. Only 1 patient who had a persistent pea- 
sized lesion on the nose and one on the chest responded well to a daily dose of 
10 grains (0.65 Gm.). The other patients did not receive more than 15 grains 
(0.97 Gm.) a day. It is possible, therefore, that the poor result of the treatment 
was due to the small dose administered. 
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E. Witt1amM ABRAMOWITzZ: When this patient was first seen, he had an 
n thought to be a granulomatous type of tinea or bromoderma. Numerous 
nations for fungi gave negative results. Dr. Rosen saw the patient with me 
iggested the possibility of bromoderma or iododerma. In fact, the urine 
showed a trace of bromide. Many of the members of the Manhattan Derma- 
Society expressed the belief that he has lupus erythematosus of an unusual 
He was hospitalized. Several biopsies were reported as showing some 

n of pyoderma, with no evidence of lupus erythematosus. There was no 
‘mprovement during saline therapy or treatment with bacteriophage or wet dressings. 

om the time administration of sulfanilamide was started there was steady and 
lefinite improvement in the eruption. As soon as it was stopped, the eruption 
returned. This association has been observed four times. The patient has taken 
60 to 70 grains (4 to 4.5 Gm.) a day, with no ill effects except on a few occasions 
when the drug was given intramuscularly. He has had several rest periods, and 
r The eruption has never entirely dis- 
appeared. Thrombotic internal hemorrhoids later developed and were operated 
on. After this operation the eruption cleared even better than with sulfanilamide 
therapy, but it soon recurred. The patient is now back on a dose of 30 to 52 
erains (2 to 3 Gm.) of sulfanilamide daily. 

I am certain that I have excluded an eruption from bromides, iodides or any 
other drug, because the patient was observed carefully in the hospital for about 
two months. With regard to what Dr. Bloom said, my experience has been a 
little different from his. I am enthusiastic about the effects of sulfanilamide in 
the treatment of acute disseminated lupus erythematosus. 


Lichen Nitidus. Presented by Dr. EUGENE Traucott BERNSTEIN. 

A. T., a boy aged 10 years, presented from Mount Sinai Hospital, has an 
eruption on both ‘forearms and the left ankle, of five months’ duration. 

On the inner aspects of both forearms is a group of lesions in isolated patches. 
The individual lesions are for the most part skin colored and noninflammatory ; 
they vary in size from that of a millet to that of a pinhead. When the band is 
passed over the affected areas it receives a nutmeg grater-like sensation. The 
lesions lack clinical evidence of chronic inflammation. The isolated plaques reveal 
no evidence of central involution, and there is no fresh addition of lesions at the 
periphery of the isolated patches. 

Histologic examination showed marked hyperkeratosis. In one section of the 
slide, extending for about the breadth of two papillary bodies, there was a sharply 
circumscribed accumulation of lymphocytes, with a zone of edema separating this 
infiltration from the epidermis. The epidermis itself in this section had been lifted 
up by the inflammation and somewhat flattened. The rest of the section showed 
a benign inflammatory reaction. The histologic diagnosis was early lichen planus. 

Von Pirquet and Mantoux tests with 0.1 cc. of tuberculin were positive with 
dilutions of 1: 1,000 and 1: 100,000 and negative with dilutions of 1: 1,000,000 and 
1: 10,000,000. Clinical and roentgen examinations of the lungs gave negative 
results. 

DISCUSSION 

Dr. T. J. RrorpAN: The histologic picture of lichen nitidus is so definite that 
the diagnosis should be settled on that basis. 

Dr. Max ScHEER: About a week ago Dr. Peck reported on the histologic 
picture in this case at the monthly conference of the department of cutaneous 
diseases of Mount Sinai Hospital. I believe he reported the diagnosis as lichen 
planus but mentioned that the infiltration was confined to two or three papillae, 
a feature of lichen nitidus, showing the lesion to be small. 

Dr. EuGENE TRAUGOTT BERNSTEIN: I presented this case because of the dis- 
crepancy between the clinical picture and the histologic report. The histologic 
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picture suggested early lichen planus. The most striking features speaking for 
lichen nitidus are the absence of itching, the grouping of the lesions and the 
absence of inflammation. On the other hand, in favor of lichen planus there are 
a few scratch marks and in some places a light halo of inflammation. The his- 
tologic examination showed only a granulomatous infiltration made up of lympho- 
cytes, but it may be that just this section examined did not show epithelioid and 
giant cells. This may happen. 


Lichen Nitidus. Presented by Dr. MAuRICcE COSTELLO. 


M. M., a girl aged 18, of Italian parentage, has had an eruption for the past 
year with exacerbations and remissions. She is presented from Bellevue Hospital, 

Examination shows an eruption consisting of small flesh-colored grouped shiny 
papules on the flexor surfaces of the wrists, the arms and the anterior aspect of 
the left thigh. In the last location can be seen papules in linear formation 
following a scratch mark. There are no lesions in the mouth. 

Histologic examination showed lichen nitidus. 


Keratosis Follicularis (Darier). Presented by Dr. FRANK VERO. 


H. G., a man aged 19, a printer, is presented from Vanderbilt Clinic. Exam- 
ination on Aug. 9, 1938, showed a diffuse erythematous scaly and crusted eruption 
on the back and chest, with a few vesiculopustular lesions on the arms which he 
said followed sunburn. When examined again on August 23, the dermatitis on 
the chest and back had subsided, and an entirely different clinical picture was 
observed. On the neck and shoulders and extending onto the arms were a large 
number of solitary and grouped papular verrucous lesions, some markedly hyper- 
keratotic. There were grayish yellow slightly greasy lesions behind the ear, a few 
scattered follicular and papular pigmented lesions on the forehead, multiple small 
hard yellowish keratotic lesions on the palms and similar but larger lesions on the 
plantar surfaces. 

The histologic diagnosis was Darier’s disease (keratosis follicularis). 

Examinations for arsenic showed 0.06 mg. of arsenic per hundred grams of dry 
blood and 0.006 mg. of arsenic per hundred cubic centimeters of urine. 


Epidermolysis Bullosa with Mucosal Lesions. Presented by Dr. HERMAN 

GOopMAN, 

J. B., a white child aged 19 months, shows a few vesicles on the feet. The 
tongue and palate show erosions, with one raised lesion on the upper surface of 
the tongue in the midline. There are epidermic cysts on the knees. 

The first lesions in the mouth were noted when the child was 3 weeks old, 
and the first cutaneous lesion, on the outer surface of the left small toe, at 6 weeks. 
At no time since then has the child been entirely free of lesions. The vesicles 
and bullae have never appeared above the ankles. There are erythematous spots 
on the fingers at sites of injury, but no vesicles form there. If the vesicles are 
not ruptured, their contents become purulent. There is no pain. The raised 
lingual lesions are not permanent. The disappearance of such a lesion is followed 
by the erosion. Pressure does not cause the appearance of vesicles. Sites of 
injury in falls do not become sites for vesicles or bullae. 

Treatment has been of no avail. The wearing of shoes makes no difference. 
The mother claims that the addition of cod liver oil to the diet is conducive to a 
greater number of “blisters” and that a diminution in their number follows or 
coincides with its elimination. 

There is 1 other child in the family, not affected. No history of a similar 
condition in the family can be obtained. The parents are not related. 


DISCUSSION 


(The members were in unanimous agreement with the diagnosis as presented.) 





SOCIETY TRANSACTIONS 
EuGcene F. Traus, M.D., Chairman 
Dec. 6, 1938 


Louris Turrpan, M.D., Secretary 


A Case for Diagnosis (Papulonecrotic Tuberculid? Parapsoriasis Vari- 
oliformis?). Presented by Dr. EuGENE Traucott BERNSTEIN. 

\. R., a girl aged 17, is presented from the Mount Sinai Hospital because of 
4 generalized eruption of five months’ duration. The eruption is diffusely scattered, 
and there is ne grouping. The scalp and most of the chest are spared. The 
eruption is particularly pronounced on the lateral aspects of the lower extremities. 
The lesions vary in size from that of a millet to that of a hen’s egg. They are 
mostly scars and atrophic areas of sepia and violaceous color. There are only 
a few active lesions, consisting cf papular infiltration, transformed in a few 
instances into pustules. On the lower extremities the lesions and scars are larger, 
and the hue is more pronounced. There are a few nodules, which resemble 
erythema induratum of Bazin. The small necrotic papules resemble papulone- 
crotic tuberculid. Some of the papules were smooth and scaling in the beginning, 
while others were crusted, necrotic and hemorrhagic. The entire eruption is now 
in a state of regression. On the buttocks there are two crusted ulcers resulting 
from removal of specimens for biopsy. The patient has been under observation 
for two months, and during this time the entire picture has changed little. There 
is no itching. The mucous membranes are not involved. 

Results of tuberculin tests (Mantoux) with a dilution of 1: 1,000,000 were 
slightly positive; with 1: 100,000 and 1: 10,000, positive, and with 1: 1,000, mark- 
edly positive. A roentgenogram of the chest was normal. The Wassermann 
reaction on Nov. 18, 1938, was negative. 

Two biopsies were performed, one of a new and one of an old lesion. Both 
showed areas of epidermal necrosis forming shallow ulcerations extending down 
to the cutis. There was marked inflammatory reacticn not only in the vicinity 
of the necrosis but scattered through the entire cutis. The inflammatory reaction 
was nearly always centered around the small vessels. It was thus seen that the 
process was hematogenous and disseminated. The vessels were dilated, and their 
walls were thickened. In places there was marked proliferation of the adventitial 
cells and around them epithelioid cells. Many histiocytes and fibroblasts were 
present. No real tuberculous structure was seen. However, it was considered 
that a diagnosis of papulonecrotic tuberculid could be made. 


DISCUSSION 


Dr. Paut Gross: I agree with the diagnosis of parapsoriasis varioliformis, 
despite the fact that some of the lesions are rather large. Such lesions and even 
larger ones have been described in this disease. The marked hypersensitivity to 
tuberculin is of no diagnostic help, since it cccurs, for reasons unknown, frequently 
in both the acute and the chronic variety of parapsoriasis. The histologic picture 
could be interpreted as showing an acute exudative and necrotic lesion of para- 
psoriasis. The extensive involvement of the trunk would be against the diagnosis 
of papulonecrctic tuberculid. 

Dr. Frep Wise: I am in favor of the diagnosis of parapsoriasis varioliformis. 

Dr. Henry D. Nives: I agree with the diagnosis of parapsoriasis varioli- 
formis. It is hard to conceive of a papulonecrotic tuberculid involving the trunk 
so extensively as this eruption has. I should say the picture is typical of pityriasis 
lichenoides et varioliformis acuta. 

Dr. IsaporE Rosen: I believe that the possibility of a drug eruption should 
be entertained. The primary lesion seems to be a pinhead-sized pustule. While 
here and there is: a lesion slightly suggestive of parapsoriasis varioliformis, the 
whole picture does not in my opinion suggest that disease. 


Dr. Marion B. SuLzBerceR: I incline to the opinion that this condition is 
extensive and atypical papulonecrotic tuberculid. There are no lesions charac- 
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teristic of parapsoriasis of any type. There are none of the small shiny papule 
with intact scales which come off in a wafer-like piece on scratching. Mor 
the distribution, with extensive involvement of the legs, suggests papulon 
tuberculid much more than parapsoriasis. Furthermore, the scarring is 
more characteristic of papulonecrotic tuberculid than of parapsoriasis v: 
formis. The scars are almost level with the surface of the skin and r 
round, and some present hyperpigmented edges. 

Dr. Leo Sprecet: While the eruption on the trunk was profuse, the papules 
with necrotic centers on the extremities made me think more of papulonecrotic 
tuberculid than of parapsoriasis varicliformis. 

Dr. Louis CHARGIN: I cannot agree with either diagnosis suggested, although 
I can offer no other. The primary lesion of papulonecrotic tuberculid is not a 
papulopustule, as reported in this case. Papulonecrotic tuberculid begins with 3 
more or less deep-seated nodule, which as it comes to the surface ulcerates with 
the formation of a central crust without pustulation. The end stage may resemble 
some of the lesions in this case, but certainly not the beginning lesion. 

Dr. Paut Gross: Has this patient been using any ointments which might 
have produced the small pustules on the body which are not the primary lesions 
of parapscriasis or in any way related to the disease? 

Dr. SAMUEL M. Peck: In order to bring out Dr. Chargin’s point, the histo- 
logic structure was described rather minutely. The process seems to begin rather 
deep in the cutis, around the blood vessels. It was therefore considered hematoge- 
nous. The necrosis, however, is rather superficial. It was striking to see 
marked hyperplasia of adventitial cells with epithelioid cells arcund the blood 
vessels. It seems to me that the diagnosis is more suggestive of papulonecrotic 
tuberculid than of parapsoriasis. 

Dr. Eucene F. Traus: I agree with the diagnosis of parapsoriasis varioli- 
formis, although this condition does not strike me as a typical example of this 
disease. One lesion on the arm seems to be primary, representing the initial 
stage of the process, and it suggests the diagnosis of parapsoriasis varioliformis 
more than any of the other, older lesions. 

Dr. EuGeNE Traucotrt BERNSTEIN: The disease was given its name by 
Habermann, but was originally described by Mucha in 1916. The first case which 
Mucha reported was that of a young man who presented a generalized eruption 
consisting of polymorphous lesions with macules and scaling and necrotic papules 
These elements lasted a few weeks, and new crops appeared from time to time 
The entire disease ran a self-limited course, leaving varioliform scars and pigmenr- 
tation as in this patient. Mucha’s first impression was of syphilid, but he empha- 
sized the possibility of a second tentative diagnosis of papulonecrotic tuberculid, 
a diagnosis which I have also considered. I presented this case with two tentativ 
diagnoses (1) papulcnecrotic tuberculid and (2) parapsoriasis varioliformis. In 
spite of the positive tuberculin reaction and in spite of the histologic picture, | 
am inclined to favor the diagnosis of parapsoriasis varioliformis, for the following 
reasons: 1. There is polymorphism of lesions. 2. There are no lesions on the 
palms and no lesions on the mucous membranes. 3. There is no itching. Th 
condition is self limited. I have not applied any salves. The lesions start with 
reddish nodular infiltrations, which are transformed into other lesions with a 
parapsoriatic collaret, usually resulting in a varicliform scar. The generalized 
pigmentation and absence of itching, in addition to the small lichenoid papules 
and larger papular and macular lesions with parapsoriatic scales, are features 
pathognomonic of pityriasis lichenoides et varioliformis acuta. 


A Case for Diagnosis (Parapsoriasis Varioliformis?). Presented by Di 

Max SCHEER. 

A. N., a married woman aged 42, is presented from Mount Sinai Hospital, 
because of an erupticn of about six years’ duration. Her medical history is irrel- 
evant. She was a patient in the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital in 1933. Biopsy there at that time was 
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das showing “no mast cells.” The final diagnosis was “atypical psoriasis.” 
ria pigmentosa had been considered. 
e eruption involves the face, trunk and extremities; the palms and soles 
ee. The lesions are most numerous cn the extremities. There are discrete 
pink shotty papules, papulovesicles and darker red to brownish red pea-sized 
d areas. On the forearms are a few somewhat infiltrated areas which vary 
5 to 1 inch (1.3 to 2.5 cm.) in diameter and are covered with grayish white 
ular scales. The larger of these areas are moist. The lesions seem to come 
rops. The patient states that the eruption disappeared while she was “in the 
ntry” and reappeared six weeks ago. There is no pruritus.. No history of 
vestion of “medicines” can be obtained. 
[he Wassermann reaction was negative. 


DISCUSSION 

Dr. CHARLES WoLF: My impression is of possible Duhring’s disease. The 
reason for making that diagnosis is the polymorphism of the eruption with a 
tendency to grouping. One of the usual symptoms of the disease—namely, pruritus 

is absent. However, dermatitis herpetiformis may occur without itching. Exam- 
ination of the blood may reveal eosinophilia, which is not ordinarily seen with 
parapsoriasis. There is no pigmentation. 

Dr. IsApoRE Rosen: It would be difficult for one to arrive at an accurate 
diagnosis on one examination. From the history, the patient was seen some six 
years ago, with the clinical diagnosis of urticaria pigmentosa. It is known that 
pityriasis lichenoides chronica closely resembles this disease at times. Therefore 
I should be inclined to accept the latter diagnosis. On the other hand, the patient 
has on the buttocks an eczematous process which would fit in with either num- 
nular eczema or one of the dermatophytids often associated with dermatophytosis. 


Malignant Melanoma. Presented by Dr. ABpRAHAM Watzer, Brooklyn. 


A. H., a woman aged 37, is presented from the Jewish Hospital, Brooklyn. 
She first noticed a lesion on the right side of her nose near the inner canthus 
twelve years ago, during her third pregnancy. She is certain that there was no 
lesion in this location before that time. It began as a tiny bluish black spot, the 
size of the point of a pin, and remained the same size until six years ago, during 
her fifth pregnancy, when it grew rapidly to the size of a pea. After this it 
remained quiescent until two years ago when it again began to grow rapidly, 
reaching its present size about six months ago. About one year ago the patient 
noticed a pinpoint-sized spot on the right cheek. This has not grown any larger. 
Her only complaint is that she is annoyed by the reflection of light from the 
surface of the growth near the eye. She has never been ill. 

The case is presented both for diagnosis and for suggestions as to treatment. 


DISCUSSION 

Dr. J. GARDNER Hopkins: It is surprisingly difficult to make up one’s mind 
as to what that simple-looking lesion is, but it seems to me to have the appearance 
of a tight balloon with the epithelium stretched taut, as though it would burst 
spontaneously. The growth seems more like a hydrocystoma than a solid tumor. 
One often sees pigmentation in angioma, and it would seem possible in hydro- 
cystoma. I am not sure that the other spot on the cheek is in the direct line of 
drainage from the original lesion. At any rate, it is at a considerable distance 
and does not resemble the pigmentation extending from a melanoma, which is 
usually in a streak. If the growth is melanoma, one would hesitate to stick a 
needle into it, but if it is not, it would likely disappear under this procedure. 

Dr. Georce C. ANDREWS: I thought at first that the lesion was melanoma, 
but after transillumination one’s opinion changes considerably. There is a clear 
fluid inside the sac. The members have all seen hydrocystoma which was bluish 
black. I think that isa more likely diagnosis. I agree with Dr. Hopkin’s opinion 
of the case. 
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Dr. ApotPH RosTeNBERG: I think it would be dangerotis to temporize in this 
case. If the tumor were not malignant, its removal would not do any harm 
Should it be malignant, then the removal might cure the patient. I therefore 
advocate its immediate removal and a microscopic examination. 

Dr. E. Witt1AM AsramowitTz: I have found that malignant growths of the 
skin are often opaque on transillumination. This lesion was perfectly clear, | 
therefore, do not believe it is malignant. I think it is safe to excise the lesion 
for microscopic study. The diagnosis will be definitely established in this way. 

Dr. Henry D. Nites: On the basis cf a somewhat similar lesion which | 
saw about a year ago, I should like to make the suggestion that this one js q 
pigmented basal cell epithelioma which may have undergone cystic degeneration 
The other tumor appeared almost the same on transillumination as this, and 
histologically it was typical basal cell epithelioma with pigmentation. 

Dr. SAMUEL M. Peck: It is not necessary to speak of a “malignant” mela- 
noma, as the connotation of melanoma is of sufficient malignancy. When on 
compares the histologic changes of pigmented tumors with the clinical appearance, 
it is most unusual to see a melanoma which presents the smooth surface seen j; 
this case. Even a lesion with the histologic picture of pigmented basal cell epithe. 
lioma would have clinical characteristics of an epithelioma of that type. Th: 
metastases of a melanoma may have a rather smcoth surface. I should suggest 
that this growth is a rapidly growing blue nevus or even a melanosarcoma. 

Dr. Eucenp F. Traus: The lesion is of twelve years’ duration and certainly 
strikes me as being innocent rather than malignant. I believe it is a hydrocystoma 
As the question of blue nevus has arisen, I believe I cite Drs. Satenstein and 
Peck, of New York, and Dr. Becker, of Chicago, correctly when I say that they 
have never seen a blue nevus become malignant. While it does become a sarcoma 
if a change occurs, the change must be exceedingly rare. I should proceed with 
some of the suggested measures on the assumption that this lesion is benign. 

Dr. ABRAHAM WALZER, Brooklyn: This lesion may contain some fluid, but 
I do not think that detracts from the fact that it is malignant. That it is a simple 
cyst does not seem rational because of the peculiar slate color, the location and 
the association of the other lesion on the cheek. The question of the lymphatic 
drainage of this area has been raised. The drainage is downward, toward the 
glands in front of the ear and behind the angle of the jaw. This places the tiny 
second lesion on the cheek directly in the line of drainage. Could this be a blue 
nevus? Such nevi have been described on the face. Both lesions are tumors of 
the mongolian cell type, or of mesodermic origin, and do not as a rule become 
sarcomatous. On the other hand, malignant blue nevi on the forehead have been 
described. 

Why the term “malignant melanoma?” General pathologists include under 
the term “melanoma” any type which shows an increase in pigment cells, while 
the dermatologists divide melanoma into two types, the benign, which includes 
certain nevi and freckles, and the malignant, in which such evidence of malignant 
change as rapid growth and ulceration appear. Because of the progressive increase 
in size and the possibility of metastasis, this case is presented as an instance of 
malignant melanoma, 


Dermatitis Factitia. Presented by Dr. Louis CHarcrn. 


B. S., a woman aged 30, is presented from Mount Sinai Hospital. She is 
married and has 1 child. When she was first seen, about three months ago, she 
presented three deep-seated ulcerations of the tongue, of two weeks’ duration. 
Because of their character they were recognized as factitious, and the patient was 
admitted to the hospital for study. On admission she showed swelling of the 
tongue, salivation and difficulty in phonation and complained of pain. The tongue 
was twice its normal size. Three ulcers at its border extended to the under 
surface. In addition, there were scars over thé tibia, thigh and left forearm, at 
the sites of former lesions. Under simple medication the patient improved, but 
the healing was interrupted by bites (?), which she inflicted herself. 
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Wassermann reaction of the blood was negative. Chemical examination 
jlood showed 11 mg. of urea and 75 mg. of sugar per hundred cubic centi- 


discharge from the hospital, about four weeks ago, the patient was prac- 
vell. She recently returned to the clinic with a new lesion, which she 
is. On the surface of the tengue, at its midportion posteriorly, there is 
large ulcerating mass. The ulcer is deep and in part is covered with a 
lough. 

method of production of the lesions has never been ascertained. The 
atient, however, admitted biting the tongue, but it is difficult to account for all 
nes of lesions observed in this case on this basis. 


r 


DISCUSSION 
J. GarpNerR Hopkins: I did not perhaps inspect the lesion as clesely as 
uuld have, but it seems to me to be exactly in the position of glossitis mediana 
mbica. I know such lesions can vary from time to time. A lesion I have 
heen watching for some time will sometimes flatten and almost disappear, for 
me unknewn reason. 
Henry D. Nires: I did not get the impression of a factitious lesion. 
re are one or two small necrotic spots. I cannot offer any other diagnosis, 
except possibly aphthous stcmatitis on the tongue. 

Dr. HERMAN GoopMAN: The lesion cn the tongue appears more like heaped-up 
epithelial débris than an erosion. The diagnosis of pemphigus may yet be made 
f lesions on the cutaneous surface appear later. Oral lesions of pemphigus which 
appear before cutaneous lesions usually signify a malignant type of disease. Oral 
lesions of pemphigus assume unusual characteristics because of secondary bacterial 
infection. 

Dr. GeorceE C. ANprEws: Dr. Chargin has watched this patient for a long 
time, and undoubtedly his diagnosis is the correct one. At the same time, the 
lesion tonight does not have the appearance it had when he first saw it. It is 


pretty well healed now, but there is a large firm mass of glands at the left side 
of the neck, near the angle of the jaw, that I think deserve mention. The duration 
of four months, the extent of the lesion and its appearance tonight suggest to me 
some local infection, and the presence cf the glands is possibly even more in favor 
of that than of trauma. I suggest that a gland be removed for histologic and 


hacteriologic study. 

Dr. Lours TuttpaAn: Did any one notice that this patient has stellate scars 
on the thighs? They are bizarre in appearance and typical of factitious lesions. 
[hey are, in fact, similar to scars I have seen caused by burns from lye. There 
is no question in my mind that the lesicns are factitious. I believe this woman 
applied something to the back of the tongue. The lesion is not from biting. It 
seems to be an ulceration without any induration either on the border or at the 
base. I believe she applied the same type of caustic to the tongue as she did to 
the thighs. 

Dr. ANTHONY C. Crpottaro: I think the diagnosis given by the presenter 
is correct. The laboratory findings, the clinical appearance and the nervous status 
of the patient favor dermatitis factitia. Scars elsewhere on the body and on the 
lace appear to have resulted from self-induced trauma. I believe that the enlarged 
cervical glands are due to secondary infection. 

Dr. SamMuEL M. Peck: This patient has been watched carefully in the hos- 
pital. It was possible to note not only that the lingual lesions developed on the 
basis of trauma, but that when the tongue cculd be protected from biting by the 
use of a rubber denture, the lesions healed rather quickly. 

Dr. Paut Gross: It is rather surprising how readily this patient volunteers 
the information that she has been biting her tongue. Usually patients with 
cutaneous lesions cf neurotic origin emphatically deny any action on their part 
which will produce the lesions. Admitting the biting of her tongue may be ar 
attempt to hide self infliction by the use of chemicals. 
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Dr. Louis CuHarGIN: Glossitis rhombica mediana is observed over tl 
portion of the posterior aspect of the tongue, indeed in the location of th: 
in this patient, but the process is entirely different. My patient has a deep 
irregular ulceration showing a large slough free at one border. In o 
rhombica mediana the lesions are more superficial and nodular, and ther: 
slough. The condition cannot be aphthous stomatitis because of the siz 
depth of the process. The ulcer is at least % inch (1.3 cm.) in depth, a: 
easy to raise up the edge of the loose slough. 


A Case for Diagnosis (Pemphigus?). Presented by Dr. SAMUEL M. Pec; 


A. H., a man aged 30, is presented from Mount Sinai Hospital. His cond; 
tion began ten months ago with what was thought to be Vincent’s angina. Becays 
of its progression the patient was hospitalized. At that time he presented, scattered 
ever the buccal mucosa and soft palate, numerous irregular and sharply demar 
cated slightly raised tender grayish patches, with small surrounding zones 
erythema. There were also a few bullous lesions on the body and thigh, neve; 
more than two or three at a time. At present there are no lesions on the bod 
but essentially the same pathologic condition in the mouth. General physica! 
examination gave negative results. 

The Wassermann reacticn was negative. Chemical examination of the bloc 
showed 11 mg. of urea nitrogen and 85 mg. of sugar per hundred cubic cent; 
meters. A blood count showed 4,850,000 red cells, 85 per cent hemoglobin and 
8,750 white cells, with 7 per cent eosinophils. Culture of the sputum showed 
Leptothrix. 

While in the hospital the patient received neoarsphenamine locally, four intra- 
venous injections cf germanin and injections of liver extract. There was sone 
improvement. ‘In the last few months there has been a recurrence of lesions i: 
the mouth. On October 29 treatment with sulfanilamide was begun, the dos 
being at first 20 grains (1.29 Gm.) a day by mouth, later increased to 40 grains 
(2.59 Gm.) a day. This therapy was continued for two weeks, with no improv 
ment in the local condition. 

The case is presented both for diagncsis and for suggestions as to therapy 


DISCUSSION 


Dr. HERMAN GoopMAN: The patient is employed as a photographer. Hi 
uses various chemicals in his work. Lesions of bizarre appearance result on the 
hands from such employment. Does any one recall oral lesions from the sam 
cause? The foul odor from the coral cavity of this patient suggests Vincent's 
infection. 

Dr. Lours CHarcin: I have had occasion to see this patient a number of 
times and have seen the beginning lesion. It is a small vesicle and at the outset 
is totally unlike the lesion of pemphigus. As the lesion gets larger there is a 
general resemblance to pemphigus, but certainly it is not typical for that disease 


Chronic Conjunctivitis of the Right Eye, Probably Due to the Virus 
of Lymphogranuloma Venereum. Presented by Dr. J. GARDNER HopkINs 


C. G., a man aged 38, is presented from Vanderbilt Clinic for Drs. William 
and Helen Curth, with a disease of the right eye which has been present since 
May 1932. In 1926 the patient had gonorrhea, without involvement of the eye. 
In 1930 he had a secondary eruption of syphilis. The Wassermann reaction was 
then 4 plus. He had extensive treatment in 1932 (with silver arsphenamine) and 
since 1937 (eighteen injections of arsphenamine, nineteen injections of a bismuth 
preparation and ten injections of mercury), without improvement of the eye. In 
1935 he was operated on in Bellevue Hospital for fistula in ano. In May 1932 
the right eye became greatly swollen and inflamed. The right auricular and 
submaxillary glands were swollen and tender. Treatment consisted of injections 
of milk, intensive roentgen and radium irradiation and local applications. 
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al bacteriologic tests were made in 1932. Agglutination for Bacterium 
twice gave negative results. Cultures of material from the eye at 
times showed staphylococci or Bacillus xerosis or were sterile. Tuber- 
-ts were negative with dilutions cf 1: 100,000 and 1:1,000. Guinea pigs 
ich macerated tissue from the conjunctiva was injected were found well 
ight days. 
psy in September 1932 showed ulceration of the mucosa. The submucosa 
ted of fibrous stroma, densely infiltrated with plasma cells and eosinophils. 
» areas numerous lymphocytes were present. Some plasma cells showed 
degeneration. Areas of necrosis were seen. No definite giant cells 
ted. No leptotriches were seen in stained sections. The diagnosis was 
seranuloma, its cause not evident from the sections. 
e patient, who was then hospitalized at the Manhattan Eye, Ear and Throat 
tal, was presented by Dr. Abraham Fine before the Section of Ophthal- 
of the New York Academy of Medicine in December 1932, with the 
sis, “an obscure disease of the conjunctiva simulating Parinaud’s conjunc- 
(Arch. Ophth. 9: 677 [April] 1933). At that time the cornea was hazy 
owed vascularization in the upper and lower portions. 
\t present the eye shows swelling and inflammation of both lids, with some 
nt discharge. There is intense injection of the right globe. The cornea 
paque. There is no perception of light. 
iboratory Data (Nov. 14, 1938): The Frei test was strongly positive (1 
infiltrated papule plus 4 cm. of erythema). The Ito-Reenstierna test gave 
doubtful result (0.4 cm. of slightly infiltrated redness). The reaction to staphy- 
ccus toxin in a dilution of 1: 100,000 was negative; there was a delayed reac- 
to a dilution of 1:500. There was an immediate reaction to streptococcus 
xin, 40 skin test doses, the delayed reaction being negative. The Wassermann 
test in June 1938 was negative. The Kline test was 4 plus. Proctologic exam- 
n revealed a scar from an operation for fistula. There was also evidence 
f some early leukoplakia on the anterior wall of the ampulla. The mucosa was 
found te be slightly red and edematous, but not ulcerated. The opinion of the 
xaminer was that “there was nothing here to suggest lymphogranuloma of the 
rectum, and the old fistula might well have been a nonspecific one.” 

The first Frei antigen, prepared from unfiltered exudate, was found to be 
contaminated. With the second Frei antigen, prepared from filtered tissue, cultures 
gave negative or uncharacteristic reactions in cases of known lymphogranuloma 
venereum and negative reacticns in cases in which the Frei reaction was known 
to be negative. 

DISCUSSION 

Dr. Heten O. Curtu (by invitation): I may mention that Dr. John M. 
Wheeler, of the Ophthalmological Institute, stated that he had never seen such 
1 condition before. 

Dr. Davip Broom: This unusual type of conjunctivitis has been described 
in the literature under the name Parinaud’s conjunctivitis and proved to be due 
to the virus of lymphogranuloma venereum. In this case the secretion has not 
yielded an effective Frei antigen. This dees not exclude the possibility that the 
virus of lymphogranuloma venereum is the cause of this involvement, for the 
secretion may contain so little virus that an effective Frei antigen cannot be 
prepared. It would be worth while to inject the secretion intracerebrally into 
white mice and try in this way to ascertain the diagnosis. I believe that the 
assumption of the presenter that the ocular involvement may be due to the virus 
ot lymphogranuloma venereum is justified and should be considered seriously. 

Dr. Louis CHarctn: Clinically it is impossible to identify the lesion as 
lymphogranuloma, not only because there is nothing characteristic that permits 
one to make this diagnosis but because of the most unusual location. The positive 
Frei reaction does not establish the diagnosis. It seems to me that two things 
may be done to identify the process. The first is to study the tissue histologically. 
While the pathologic structure is not diagnostic of lymphogranuloma, it is fairly 
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characteristic. Secondly, treatment shculd be instituted with Frei antigen 
sulfanilamide. Fairly rapid involution of the process would favor the diag 


nosis 

Dr. Davip Boom: I should like to express agreement with Dr. Chargin tha; 
sulfanilamide would furnish a good therapeutic test, for lymphogranuloma yep. 
reum which I have treated in the past eight or ten months with this drug has 
responded much more favorably than that treated with intravencus injections 0; 
Frei antigen. 

Dr. HERMAN GoopMAN: Is it the presenter’s opinion that the present lesion 
around the eye is an initial lesion of lymphogranuloma venereum? Does }y 
consider that the primary lesion was in the rectum six or eight years ago, and 
that what is now seen is a secondary or satellite lesion? 

Dr. WititiAM CurtTH (by invitation): Dr. Helen Curth and I believe ths 
patient had the primary lesicn in the eye in 1932. He admits having had per- 
verted sexual relations at that time with a Negress. A few weeks later conjunc- 
tivitis of the right eye and enlargement of the regional glands developed. This 
seems to be the second or third case in the literature of the primary lesion located 
in the eye. The first case was described by C. Levaditi, J. Bollack, G. Base! 
and P. Desvignes (Bull. Soc. frang. de dermat. et syph. 43: 1238 [June] 1936 
The preauricular glands in their case yielded a Frei-positive antigen. 

Dr. J. GARDNER Hopkins: One point which is important is the appearanc 
of the lesion, essentially that of chronic lymphangitis with edema. Of course, th 
most common cause of that on the face is a streptococcic infection around th 
nose, but while that type of lymphangitis is common on the face, I have neve 
seen it involve the cornea. About the rectum and genitalia, chronic lymphangitis 
and edema are characteristic of the late stage of lymphogranuloma venereun 


Prurigo-Like Eruption in a Syphilitic Patient. Presented by Dr. THeopor 
ROSENTHAL. 


L. W., a single Negro aged 34, a house superintendent, was admitted to tl 
Central Social Hygiene Clinic on July 21, 1938, presenting a generalized prurigo 
like eruption, especially marked on the arms and legs. The lesions were papulai 
on the flexor and extensor aspects of the arms and legs, as well as scattered areas 
on the body, and were markedly pruritic, as evidenced by scratch marks all ove: 
the body. 

The Wassermann reaction was 3 plus. Antisyphilitic treatment with a bismut! 
preparation and arsphenamine has caused marked involution of many of the lesions 
on the arms and legs, so that these are now flat pigmented spots. However, new 
prurigo-like lesions have been developing and are now present in large patches 
cn the upper part of the chest, the lower part of the back and the inner aspects 
of the thighs. 

Histologic examination showed edema throughout the cutis, the vessels being 
markedly dilated. There was a focal, and in the upper part of the cutis a more 
diffuse, infiltrate of small round and connective tissue cells and some plasma cells 
with a marked number of chromatophores. The epidermis showed fairly marked 
acanthosis, with some hyperkeratosis and parakeratosis. The histologic diagnosis 
was secondary syphilis. The blood count showed 3,780,000 red cells, 84 per cent 
hemoglobin and 5,250 white cells, with 62 per cent polymorphonuclear leukocytes, 
34 per cent lymphocytes, 1 per cent monocytes and 3 per cent eosinophils. 


DISCUSSION 


Dr. Lours Cuarcin: I saw this patient when he first appeared at the clinic 
He then presented prurigo-like nodules, especially on the arms and legs, whicl 
itched a great deal and eczematized skin cn the body, with nodular lesions on 
the chest, the lower part of the back and the buttocks. In addition, there were 
lesions on the arm which suggested papular syphilid. The Wassermann reaction 
was positive. Because of this mixed type of eruption, a biopsy was performed 
A lesion was excised which was regarded as prurigo-like. To my surprise it 


ft 
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eported as syphilitic histologically. The patient was given antisyphilitic 
ent in the meantime, and it was interesting to observe that many of the 
oo-like lesions on the forearms and legs flattened and eventually disappeared. 
ver, at the same time new prurigo-like lesions appeared on the chest and 
part of the back. 
(yr. Georce C. ANDREWS: This man definitely has chromophytosis. Some 
e patches consist of typical discrete pigmented spots, with scaling on the 
t and arms. In additicn, I think he has neurodermatitis, because he has 
enified areas within his reach on the back and none on places he cannot reach. 
Dr. THEeoporE RosENTHAL: ‘This picture is not clearcut, by any means. 
[ was struck, as was Dr. Andrews, by the fact that the lesions appeared to be 
distributed somewhat like neurodermatitis. The fact that the histologic exami- 
nation showed changes characteristic of syphilis I do not think should lead one 
to believe that the patient’s present disease is on a syphilitic basis. I could not 
see any signs of chromophytosis. However, whatever the underlying cause, if it 
precipitated the intense repeated scratching and itching, the chronic trauma would 
result, of course, in the lichenified changes present tonight. 


Erythema Annulare Centrifugum (Darier). Presented by Dr. MAx SCHEER. 


RB. K.. a man aged 42, a plumber, is presented from Mount Sinai Hospital, 
hecause of an eruption of about two years’ duraticn. He states that it began 
vith small furuncles on the back of his neck, where at present there are one or 
two almost healed lesions, scars of former lesions and some induration. On the 
right side of the back are two incomplete rings, the larger being about 6 cm. and 
the smaller about 4 cm. in diameter. They are violaceous red and firm with 
borders 3 to 5 mm. wide and are raised in varying degrees above the level of the 
normal skin, giving a beaded or papular appearance. Below these lesions are 
several discrete violaceous pink papules the size of a large pea, which at first 
glance look like wheals. The patient states that these are beginning lesions. On 
the lower left part of the back are three or four annular lesions about 3 cm. in 
diameter. These are complete rings with clearing centers. Some of these rings 
are beginning to regress. 

Urinalysis gave negative results. 

DISCUSSION 

Dr. J. GARDNER Hopkins: I am inclined to agree with the diagnosis. When 
[ look at the eruption two possible diagnoses which are not ordinarily associated 
come to mind. Is it serpiginous syphilis or erythema annulare centrifugum? I 
suppose that syphilis has been excluded. 

Dr. Henry D. Nites: I agree with the diagnosis of Darier’s erythema annu- 
lare centrifugum. Several cases have been presented with clinical and histologic 
descriptions but hardly anything about treatment. More or less accidentally I hit 

a treatment which was followed in 2 cases by clearing of the lesions. It 
consists of intramuscular injections of 1 grain (0.06 Gm.) of bismuth subsalicyl- 
ite. One patient treated recently was a physician who had had various types of 
treatment for years. He had large annular lesions on the buttocks and over the 
sacrum. The eruption practically disappeared after one injection of bismuth sub- 
salicylate. The injection was accompanied with a severe local reaction, which 
may have had a great deal to do with the result. There were a slight recurrence 
and then complete disappearance after two injections, i. e., a total of 2 grains (0.13 
Gm.). The patient treated before that was a woman, in whom the eruption dis- 
appeared after six or eight injections of 1 grain (0.06 Gm.) each. I cannot supply 
he rationale of this. 


Dr. CHartes Worr: I believe that Darier intimated that the eruption tends 
to disappear spontaneously. It generally lasts six months to two years or more. 
lreatment might be coincidental with a spontaneous cure, and the tendency would 
e to attribute the cure to the medicaticn in use at that time. 


} 
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Lipstick Dermatitis, with a Question of Light Sensitivity. Presented by 

Dr. SAMUEL M. PECK. ; 

M. P., a woman aged 24, is presented from Mount Sinai Hospital. An eryp. 
tion developed on the lips after she had been using the same lipstick for ‘a 
months. It was a scaling eruption, sharply limited to the area of application of 
the lipstick, and did not extend over to the skin. 

Patch tests were made with the lipstick responsible for the dermatitis, a ney 
lipstick which was also irritating and two eosin dyes commonly used in the many. 
facture of lipsticks. After forty-eight hours the patch test with her old lipstick 
showed a bullous reaction, while that with the new lipstick showed a moderat, 
vesicular reaction. The eosin dyes showed no reaction when the patches were 
removed, but the patient complained of itching at the site of application. Th, 
areas where eosin was applied were then exposed tc ultraviolet rays for five 
minutes and to ordinary light for about thirty-five minutes. There was no reac- 
tion to one of the eosin dyes, but there was a slight swelling at the site of the 
other. No vesiculation was seen at the time of examination, on the afternoon of 
December 3. The sites of all the patches were then bandaged, so that subsequent 
developments could be seen at the time of presentation (December 6). The eosin 
dyes used in the manufacture of lipsticks belong to the group of tetrabromo- 
fluorescein, which is a sensitizer to light. I was unable to test the other inere- 
dients of the lipstick. 

DISCUSSION 

Dr. Marion B. SULZBERGER: Dr. Joseph Goodman and I (ArcH. Dermar. 
& Sypu. 37: 597 [April] 1938) reported 14 cases of lipstick cheilitis observed 
by us in two years. In 8 cases we demonstrated the cause of the cheilitis by 
means of patch tests. Indelible lipsticks cause slight irritaticn in many women 


for a short time when first employed. Persistent eruptions may appear from 
lipsticks, tooth pastes and mouthwashes. When cheilitis is caused by lipstick, as 
in this case, the causative substance is generally tetrabromofluorescein, either the 


acid itself or a derivative. Among our cases there was none in which the erup- 
tion could be proved due to photosensitization. In all our cases of positive reac- 
tions, the patch tests with tetrabromofluorescein gave positive results even when 
light was excluded, i. e., even under occlusive dressings. In no case in which 
the ordinary occlusive patch test gave a negative result did the application of 
the dye and of ultraviolet rays produce a reaction. We therefore ccncluded that 
in our cases there was an ordinary contact dermatitis type of sensitization to one 
of the indelible dyes. In 1 case, in addition to the dye, the perfume was a causa- 
tive factor. In our experience sensitivity to a betanaphthol dye (1-sulfobeta- 
naphthaleneazobetanaphthcl) has been the second most common cause of the 
trouble. In many instances the irritation appears after the patient begins to use 
a new lipstick, but in some cases the cheilitis may develop only after years oi 
use of the same brand. Cheilitis from lipstick may be evanescent. We saw | 
girl who used lipstick only every Saturday night; irritation developed each time, 
but by Monday the cheilitis would undergo involution, and the lips would be 
normal by the middle cf the week. On the other hand, in 1 case cheilitis proved 
due to lipstick flared up and continued with remissions and exacerbations for 
three months, without further exposure to lipstick or to any external irritant 
There are many other interesting facts in connection with sensitivity to dyes. For 
example, I have observed 2 cases of chronic urticaria which seemed to be due t 
absorption of the lipstick dye. Furthermore, we found that the patch test often 
gives a negative result in cases of cheilitis actually due to lipstick. There is no 
sensitivity of the skin accompanying the sensitivity of the lips. In some such cases 
we were able to demonstrate the cause of the eruption by testing the lips directly 
Some lipsticks contain as many as forty different dyes and colors. One can 
imagine how difficult it is to find out which of the dyes is responsible for the 
sensitivity in any particular case if one has to resort to “lip tests.” Perfume was 
not the cause in any of our cases. 
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Ek. WILLIAM ABRAMOWITZ: Some years ago there was a report of cheilitis 
esult of tattooing of dye into the lips. 

HERMAN GOODMAN: In the main, there are three requisites in the colora- 
a lipstick or lip pomade: 1. Color addition must satisfy the modern 
ement for an indelible lipstick, one that will not come off easily. 2. The 
ce of the natural lip must be concealed. 3. The fat and fatlike ingredients 
e lipstick base or pomade must be dyed to appeal to the eye of the potential 
aser. Brom color, or bromo acid, required by indelibility, is standard. Lake 
give coverage. Oil-soluble colors dye the stick base. These chemicals 
- in combination with each other, with the ingredients of the lipstick or with 
tl ieredients of an alternating lipstick of another manufacturer, or containing 

different dye quotients may and do cause irritation in a few persons. 
It is suggested that application of a white lipstick or pomade before the colored 
decorative one may help avoid irritation. It is further suggested that once a 
ian has found a lipstick which does not irritate, she use it as long as the 


VOI 


manufacturer can deliver it. This may not be overlong, as the more popular the 


4 new one. It seems impossible at the moment to duplicate absolutely a popular 
lipstick shade. Hence, the rapid parade of new shades. 

\t the present time the United States Department of Agriculture has new 
duties and obligations in the matter cf cosmetics, and cosmetic coloration is 
receiving much attention. A special committee of color chemists, physiologists 
and dermatologists, as well as allergists, cooperates with the governmental agencies. 
Perhaps a colored lipstick free of all irritating qualities will be evolved. 

Dr. Marion B. SULZBERGER: Lipstick cheilitis is a relatively rare condition 
when one considers the millions of lipsticks used each year, the millions of users 
and the intensive mode of application and exposure. Nevertheless, if one is on 
the lookout for this condition, one will find a number of cases every year in any 
large dermatologic practice. 


Urticaria Pigmentosa-Like Eruption in a Syphilitic Patient. Presented by 

Dr. Louis CHARGIN. 

J. A., a single Negro aged 23, was admitted to the Central Social Hygiene 
Clinic in July 1935, because of a generalized erupticn and a positive Wassermann 
reaction. He stated that he had not had a primary lesion. The examination 
revealed a generalized eruption of pigmented macules which closely resembled 
urticaria pigmentosa, but which, while the lesions became erythematous on irrita- 
tion, failed to show urticaria. There was no itching. This pigmentation has 
persisted since that time, a period of three years. Arsphenamine, bismuth com- 
pounds, phenolphthalein, silver arsphenamine, sulfarsphenamine and neoarsphen- 
amine failed to activate the lesions, so that it is felt reasonably certain that the 
condition is not a fixed eruption due to any of the drugs mentioned. It has been 
impossible to ascertain whether the pigmentation followed in the wake of a prior 
eruption. 

Histelegic examination of a section from one of the lesions showed a great 
deal of pigment arranged in strands just below the epidermis. It was mostly 
free, but some was seen in chromatophores. The opinion was that this was not 
urticaria pigmentosa, but that it resembled incontinentia pigmenti. 

At the present time the patient shows pigmented spots varying in size from 
that of a pea to that of a dime, scattered all over the body. 


Generalized Pigmentation of the Fixed Eruption Type in a Patient 
Treated with Neoarsphenamine and a Bismuth Preparation. Presented 
by Dr. Louris CHARGIN. 

L. G., a single man aged 28, a truckman, is presented from the Central Social 
Hygiene Clinic. He states that he has not had gonorrhea or syphilis. About one 
year ago he had a routine examination, including a Wassermann test. The reac- 
tion was reported to be 1 plus. On the basis of this, tre patient was treated by 
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a private physician with neoarsphenamine and a bismuth preparation. [uring 
treatment an eruption developed which left the pigmentary spots now presen; 
It is impossible to state the exact nature of the eruption, but on admission to ¢h, 
clinic, in August 1938, he showed scattered pigmented spots all over the body ang 
several psoriasiform patches, which are still present on the upper part of the 
right arm and the left buttock. 

Tests with acetarsone, mapharsen, neoarsphenamine and phenolphthalein failed 
to activate the lesions. ; 

DISCUSSION OF DR. CHARGIN’S CASES 


Dr. J. GARDNER Hopkins: It seems to me that these patients’ pigmentatio 
is not in as well defined disks as in fixed eruptions. One does see rather diffyy 
pigmentation of this type following arsenical therapy, but I believe it differs j; 
appearance from that of a fixed eruption. 

Dr. E. WiLtt1AM ABRAMOwWITZ: I-also think that these eruptions ought not 
to be classified as fixed. I agree with Dr. Hopkins that a pigmented eruption 
from the heavy metals is not necessarily a fixed eruption. If Dr. Chargin wants 
to try out all the drugs that produce fixed eruptions, he will have to try about 
fifteen of them. I recently heard cf a fixed eruption from sulfanilamide. 

Dr. Lours CHARGIN: In a comparatively large experience with all types oj 
fixed eruptions, | must say that a negative phase has not been common. Experi- 
ence teaches that when a patient becomes sensitive to one of the organic arsenicals 
he reacts also to the other organic arsenicals. The reaction varies from itching 
at the site only to activation of the lesions with redness and subsequent pigmer 
tation. A pigmentary syphilid without a preexisting eruption must be rare. 
am convinced that the second patient is not suffering from syphilis. It would 
appear that the pigmentation followed a toxicoderma due to arsenic. 


Dermatitis Medicamentosa (Sodium Gold Thiosulfate). Presented by D 

E. WILLIAM ABRAMOWITZ. 

H. D., a woman aged 66, is presented from the Skin and Cancer Unit of th 
New York Pest-Graduate Medical School and Hospital because of a generalized 
lichenified eruption with pigmentation, pruritus and exudation, of seven months 
duration. It is particularly severe on the trunk and upper extremities. Th 
patient has arthritis and was treated from October 1937 to February 1938 wit! 
injections of organic sulfur. In February 1938 sodium gold thiosulfate therap) 
was instituted. She received eight weekly injections, totaling 555 mg. The last 
injection was given on April 5. On May 17 itching and dermatitis developed 

Histologic examination of a specimen on Nov. 2, 1938, showed superficial 


dermatitis. 


Chancre of the Thumb, Accompanied with Indolent Lymphangitis and 
Massive Axillary Lymphadenopathy (Treated Surgically Through 
an Error in Diagnosis). Presented by Dr. WILLIAM LEIFER. 

J. J., a Negro aged 31, has epididymitis on the right which devéloped 
September 1938; a Wassermann reaction at that time was negative. About the 
middle of October a painful swelling developed about the left thumb nail, accom- 
panied with “red lines up the forearm and a swelling in the left armpit.” This 
appeared about two weeks after he had handled a crusted discharging sore 
the ear of a girl who was subsequently admitted to another hospital with activ: 
secondary syphilitic lesions, including the one mentioned, on the helix of th 
left ear. The physician at the clinic attended by the patient presented tonight 
interpreted the lesion on the thumb as pyogenic and performed an incision and 


The lesion continued to enlarge, and the patient entered another h 
Was 


( 


drainage. Os- 
pital, where his Wassermann reaction was found to be 4 plus. However, he 
not given antisyphilitic therapy but was treated with sulfanilamide and local wet 
dressings, without apparent improvement. He left the hospital after twelve days 
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November 27 was admitted to Mount Sinai Hospital, where he has been 
ing antisyphilitic treatment. 
amination shows a large granulating wound covered with purulent secre- 
extending from the left thumb nail to the interphalangeal joint. The entire 
b is swollen to about three times its normal size. Extending up the middle 
volar aspect of the forearm is a slightly reddened and slightly tender linear 
y swelling. In the left axilla is a mass of markedly enlarged lymph nodes, 
ete and rather tender. There is a generalized maculopapular eruption with 
ir and plantar lesions, but no evidence of an active or healed primary sore 
he genitalia. 

Dark field examination of the lesion on the thumb gave positive results on 
November 27. The Wassermann reaction of the blood on the same day was 4 
Roentgen examination of the left thumb showed slight decalcification 

e distal phalanx, particularly on its dorsal aspect, which probably repre- 
nted early osteomyelitis (Nevember 29). A blood count showed 83 per cent 
moglobin and 12,000 white cells, with a differential count of 54 per cent 

seomented and 5 per cent nonsegmented polymorphonuclear leukocytes, 31 per 
cent lymphocytes, 8 per cent monocytes, 1 per cent eosinophils and 1 per cent 
basophils. Urinalysis and chemical examination of the blood showed no abnor- 


1 
sty 


NEW YORK DERMATOLOGICAL SOCIETY 
J. FRANK Fraser, M.D., Chairman 
Oct. 25, 1938 


FRANK C. Comses, M.D., Secretary 


Disseminated Miliary Lymphocytoma of the Face and Neck. Presented 
by Dr. Frep WISE. 

Mrs. D. P., aged 29, presents a papular eruption on the cheeks and the sides 
id front of the neck, of about five months’ duration. Previous to the appearance 
the eruption she had been a patient at the New York Post-Graduate Medical 
School and Hospital for the treatment of a monilial infection of the vulva and 
perigenital area. The facial eruption appeared during her hospitalization. 

The papules vary in size from approximately that of a barleycorn to that of 
i lentil, are scattered over both cheeks in the form of acne and extend down to 
the lateral aspects of the neck. They are indurated, flesh colored, smooth, nonscaly 
and noninflammatory. The intervening skin is normal in appearance. There are 
no comedos or seborrhea. Itching is moderate. 

Histologic examination of a papule from the neck showed a large well defined 
ocal infiltrate in the middle and deeper layers of the cutis. This cellular mass 
vas composed chiefly of lymphocytes, with an admixture of a few histiocytes and 
a few plasma cells. The picture “suggested a lymphocytic sarcoid, which gave 
he impression that the lesions might later show changes similar to Spiegler-Fendt 
sarcoid.” 

The blood count was normal, and general physical examination showed no dis- 
turbances other than the eruption. A roentgenogram of the chest was normal. 

This type of lymphocytoma was illustrated by A. Matras under the name 

tratio nodularis lymphatica (in Nékam, L.: Corpus Iconum Morborum Cuta- 
neorum, Leipzig, Johann Ambrosius Barth, 1935, vol. 5, part 3, plate 3,289, p. 638). 

Treatment consisted mainly of fractional (75 roentgen) doses of unfiltered 

entgen rays, which did not exert any appreciable effect on the lesions during 
vo months, 
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Idiopathic Multiple Hemorrhagic Sarcoma of Kaposi. Presented by Dp, 

J. FRANK FRASER. 

L. S., a Jew aged 54, born in Russia, states that about the middle of August 
1937 he first noticed a pinkish macule like a bruise on the dorsum of the third 
right toe. At the end of a month new lesions began to appear, first on the fee 
and ankles and later all over the body, including the scalp, face and penis. [py 
January 1938 a swelling appeared in the submental region. This is still present. 
It is attached to the skin and is about the size of a walnut. 

Examination at the present time shows a generalized, discrete eruption cop- 
sisting of macules and brownish red nodules. Considerable edema extends from 
the ankles to the knees. 

DISCUSSION 

Dr. Frep Wise: There was no improvement from superficial roentgen treat- 
ment. I was always under the impression that the condition responded well to hig! 
voltage roentgen therapy. 

Dr. Eucene F. Traus: I believe that Dr. Wise’s suggestion of giving this 
man massive doses of filtered roentgen rays may be of some benefit. I have had 
a private patient with this disease under my care for over fifteen years. I expected 
to show him here this evening, because he presented practically this same clinical 
picture, namely, the huge swollen ankles with what seems to be massive infiltra- 
tion of both legs. He has an excruciatingly tender area on one heel and is hardly 
able to walk. Roentgenologically there are definite osseous changes. The ques- 
tion arose whether changes in his bones were primary or metastatic. In all prob- 
ability they are primary. The cutaneous lesions of my patient have regularly 
responded to heavy doses of filtered roentgen rays, the only form of therapy 
employed over these years. 

Dr. R. H. Ruttson: I think the administration of arsenic should be stopped. 
The lesion is metastasizing. 

Dr. J. FRANK FRASER: This man is ill and is getting progressively worse 
under treatment with arsenical injections and roentgen therapy. The node in the 
submental region was first noticed by the patient about five months after the 
appearance of the first lesion in the skin. The inference would be that it is a 
metastasis. A roentgenogram of the chest showed no evidence of metastases in 
the lungs. I should say the prognosis is grave and palliative treatment only is 
indicated. 


A Case for Diagnosis (Lymph Stasis? Lupus Erythematosus?). Presented 
by Dr. Eucene F. Travs. 

W. M. B., a man aged 42, has an eruption which began about 1932 or 1933, 
so gradually and insidiously that it is difficult to state the exact time of onset. 
It is located in the center of the forehead, which becomes inflamed, swells and 
appears slightly scaly. While the border of the eruption seems to fade gradually 
into the surrounding skin, the elevation of the process makes the patch appear 
as though it had a sharp demarcation. The eruption has never entirely disappeared 
since its onset, but has been more pronounced at some times than at others. The 
patient has been studied from the standpoint of a possible dermatitis of external 
origin, and all chemicals, cosmetics and scalp preparations that he has used from 
time to time have been done away with, so that there is nothing now applied to 
the skin of any part of the head which might affect it. He has worn a hat with 
a hatband relatively rarely. His blood count, both red and white cell and differ- 
ential, and the color index have been normal on several occasions. 

Roentgen examination of the skull revealed chronic hyperplastic ethmoiditis, 
more marked on the left. There was mild involvement of the right antrum, 
evidenced by a thickened membrane on the outer lateral wall. Examination of 
the urine showed no abnormality except a faint trace of indican. Examination 
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tool showed numerous streptococci (viridans) on culture. Streptococcus 

yticus and Streptococcus viridans were grown on material from the throat 

ngival margins. No growth was obtained from the nose. Staphylococcus 

nonhaemolyticus was grown from the cutaneous lesion. The sedimentation 

vas normal. The blood showed a normal complementary titer, indicating 

basic resistance to infection and gave positive reactions with both Str. 
lvticus and Str. viridans (five strains) of intestinal origin. 

| patient was treated with an ointment containing 4 per cent aulinogen 

(diethylxanthogen, a compound containing 52 per cent sulfur) locally during the 

of observation, with considerable improvement. 


perl C 
DISCUSSION 

Dr. Howarp Fox: As the patch is fairly firm and has existed for six years, 
sarcoid is a much more likely diagnosis than lupus erythematosus. Furthermore, 
the man had a normal leukocyte count. 

Dr. FRANK C. Comses: I should most certainly perform a biopsy in this case, 
in spite of the fact that the eruption is in a prominent place. It is possible that 
the lesion will prove to be sarcoid. 

Dr. Frep Wise: On account of the findings of possible streptococcic infection, 
I should suggest the use of sulfanilamide. 


Urticaria Pigmentosa (Acquired Type). Presented by Dr. Josepm J. Etter. 

Mrs. R. N., aged 26, presents an eruption consisting of many lenticular maculo- 
papular brownish purple lesions distributed over the trunk, neck and extremities. 

The patient is in excellent general health, and physical examination, a blood 
count, urinalysis and a Wassermann test of the blood revealed nothing abnormal. 
She states that the eruption appeared suddenly in 1931. The lesions at that time 
resembled urticarial wheals and were itchy. When the primary eruption dis- 
appeared, the pigmented macules remained. 

This case is presented for suggestions as to treatment. 


DISCUSSION 
Dr. Frep Wise: ‘There is an article in the foreign literature reporting an 
alleged cure in 4 cases with injections of a bismuth preparation. 


A Case for Diagnosis (Mycosis Fungoides? Parapsoriasis?). Presented 
by Dr. Frep WIsE. 
S. L., a man aged 28, under the care of Dr. C. R. Rein, was previously pre- 
sented before the Manhattan Dermatologic Society on Oct. 11, 1938 (ArcH. 
Dermat. & SypH. 39:587 [March] 1939). 


DISCUSSION 

Dr. Paut E. Becuet: I saw this patient when he was presented before the 
Manhattan Dermatologic Society, and I feel the same way about the condition as 
I did then. The objective symptoms greatly favor parapsoriasis but there are 
a certain elevation and even infiltration in some of the lesions. A tendency to 
gyrate configuration can be noted in a few patches. Therefore, while I think the 
disease is parapsoriasis, one must nevertheless keep in mind the possibility of 
the future development of mycosis fungoides. 

Dr. Epwarp R. Matoney: The history of disappearance of the lesion does 
not fit in with the picture of parapsoriasis or of mycosis fungoides, 

Dr. Howarp Fox: I think Dr. Harry Keil’s recent articles (ArcH. DeRMAT. 
& SypH. 37:465 [March] 1938; 38:545 [Oct.] 1938) show that eruptions which 
for many years look like parapsoriasis in patches may eventually show changes 
of mycosis fungoides. 
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Naevus Flammeus Appearing at the Age of Twenty-Three. Presented }y 
Dr. EUGENE F. Trave. 
J. O., a man aged 28, presents what appears to be a typical “port 
(capillary) nevus on his right cheek. The patient states positively that the lesion 
has been present only five years—in other words, since about the age of 23. His 
wife substantiates his statement with the fact that the mark was not present when 
they were married a few years before that. A photograph of this patient at th, 
age of 6 years shows no mark on his face. A number of years before this 
mark appeared on the face the patient acquired syphilis; his Wassermann reaction 
at the present time is 3 plus, and he is under antisyphilitic treatment. The treat- 


ment has had no effect on the vascular lesion of the face. On the right side oj 
the scalp there is a small area of alopecia areata. There has been no injury or 
accident of any kind and no sinal infection or local disease which might be looked 
on as a factor. 

I am anxious to know if the members present agree with the diagnosis of 
naevus flammeus and, secondly, whether any one else has ever seen naevus 
flammeus which did not become apparent until adult life. 


DISCUSSION 

Dr. Epwarp R. MALoney: I disagree with the diagnosis. The condition 
looks to me like poikiloderma, though I do not know whether an isolated lesion 
of poikiloderma is possible in that location. 

Dr. J. FRANK Fraser: In support of Dr. Traub’s view, I should like to call 
attention to the fact that other types of nevi (neural nevi), although congenital, 
frequently do not appear until adult life. 

Dr. Howarp Fox: If this lesion is naevus flammeus which did not appear 
until the man was 23 years old, it is unique. The patient has syphilis, and this 
disease is known to produce telangiectases. I wonder if there is any relation 
between these telangiectases and syphilis. 

Dr. JoseEpH J. ELLER: I wonder whether the lesion is related in some way to 
angioma serpiginosum. 

Dr. EUGENE F. Travus: There is little doubt in my mind as to the diagnosis, 
but I should like to have it generally accepted, as the lesion strikes me as unique 
To justify the diagnosis of naevus flammeus I should like to emphasize the fact 
that the lesion is on the face, at a site where this type of nevus is most common 
It is unilateral and is not the type of telangiectasis seen in syphilis, of which | 
have seen a number of examples. The fact that this man happens to have syphilis 
is simply coincidental, although his syphilis antedated the appearance of this lesion 

In numerous cases of naevus flammeus there is a rather large solid patch with 
tiny outlying patches or areas which have normal skin between them. Capillary 
nevi with the vessels not packed into a solid plaque, such as this patient has, | 
believe are actually more common than those in which the reverse is true. I do 
not believe that any one would hesitate for a moment in calling this a port win 
mark if the patient had stated that the lesion had been present since birth. I hav 
observed only 1 other case in which naevus flammeus had not been present sinc 
birth or earliest infancy, despite the fact that I have interested myself especially in 
nevi for the past eight or nine years. 


A Case for Diagnosis (Dermatitis Herpetiformis?). Presented by Dr 
EuGENE F. TRAvB. 


L. K., a man aged 42, has been suffering from his eruption for over twelv 
years. He has been hospitalized and treated in many institutions in this city, 
including Bellevue Hospital, where he stayed for over one year. The eruption, 
which was bullous at times, caused the skin generally to become thickened and 
leathery and deeply pigmented, so that he was known as the “brown man.” The 
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nodes showed enlargement, and one of these which was excised was 
ted by Dr. Douglas Symmers as showing lymphosarcoma. Examination of 
n of the skin did not confirm this diagnosis. The blood counts were normal. 
eived radium treatments for the axillary and inguinal nodes, and a number 
in units (300 r) doses of unfiltered roentgen rays to all cutaneous areas 
lly. When first seen by me, in June 1938, his skin was still much thickened 
ezematized, and it was impossible, owing to the thickening and pigmentation, 
ike out exactly whether he had exfoliative dermatitis or exfoliative pemphigus 
ust what the underlying condition might be. His skin cleared up remarkably 
e application of an ointment containing 4 per cent aulinogen (diethylxanthogen, 
mpound containing 52 per cent sulfur). The thickening disappeared, and the 
pruritis was entirely relieved. Even the amount of pigmentation became less. 
For a short time he was free of lesions; then bullous lesions began to appear in 
dribbles and have continued in successive crops on the chest, back, arms and legs, 
id occasionally even the face is affected. These blisters apparently arise from 
rmal skin with little, if any, surrounding erythema. They do not itch. Because 
the grouping and the intense itching originally present, the rather long duration 
and the slight loss of weight, I was inclined to the idea that this eruption might 
be dermatitis herpetiformis. The patient has had at various times injections of 
sulfur, iron cacodylate and germanin and numerous other remedies the exact 
nature of which he does not know. 
DISCUSSION 


a 


yk. Howard Fox: This patient was in the wards at Bellevue Hospital for 
over a year. The staff called him the brown man because he was so deeply pig- 
mented. He presented flaccid bullae at times suggesting pemphigus foliaceus. It 
was impossible to make a positive diagnosis, and treatment was of little avail. 
[he chronicity of the eruption, severe itching, pigmentation and crops of bullae 
were suggestive of Duhring’s disease. The pathologic report of lymphosarcoma 
in a gland excised from the groin was unexplainable. At present he shows an 


astonishing improvement. 


Dr. J. FRANK FRASER: The pathologist who reported the lesion as lympho- 
sarcoma should not be criticized, because the microscopic picture of benign 
lymphoma may be identical with that of lymphosarcoma. 


Dr. EUGENE F. Traus: Does every one agree with the diagnosis of dermatitis 
herpetiformis ? 

Dr. EpwArp R. MALonEy: The factor against the diagnosis of dermatitis 
herpetiformis is that the pigmentation is universal. The absence of grouping and 
the extent of pigmentation are not characteristic for dermatitis herpetiformis. 

Dr. Eucene F. Traus: The itching is not pronounced at present, although 
when he was first seen the pruritus was intolerable. I stress this, because at 
that time the patient’s skin was much thickened and eczematized, and it may 
have been that the thickening and eczematization were brought about by previous 
medication and treatment. Since the skin has returned more nearly to normal, 
the itch has practically disappeared, but now bullous lesions with little or no 
inflammation about them are appearing in continuous crops. The question, there- 
fore, arises whether this picture might be that of pemphigus rather than of 
dermatitis herpetiformis. 


Acne Cachecticorum. Presented by Dr. Howarp Fox. 

E, A., a youth aged 18, has suffered from an eruption for the last two years. 
He estimates that he has had about fifty lesions which he calls “boils,” each of 
them lasting about one month. 

On the back and buttocks are about thirty scars varying in size from that of 
a split pea to that of a 25 cent piece. They are round or oval, whitish and fairly 
soft and pliable. A few are depressed. None are keloidal. There are a few 
scars on the left hand, on the front of both wrists and on both feet. On the thighs 
and in the lumbar region are a half dozen lesions in various stages of activity 
Some are crusted and resemble ecthyma. One suggests a large furuncle and 
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another a cold abscess. No comedos are present, and none have ever heey 
noticed by the patient. Since his sixth year the patient has had epilepsy, the 
attacks gradually becoming more frequent and severe. They now occur about 
every eleven days. He has taken pills for years for epilepsy, but no bromides 
(statement confirmed by his sister). The patient appears delicate and poorly 
nourished. He had spinal meningitis two and a half years ago. He stutters and 
has a nasal defect, causing him to breathe through the mouth. 


DISCUSSION 


Dr. J. GARDNER Hopkins: [ should like to know why this eruption is 
acne. There are no comedos and no evidence that the lesion is follicular. 

Dr. Howarp Fox: That this disease has been called acne cachecticorum 
does not have much significance. Acne varioliformis is another disease that js not 
acne and has no comedos. I saw this patient for the first time today, and as far 
as I know he has not taken bromides. O. S. Ormsby in his textbook (A Practica] 
Treatise on Diseases of the Skin for the Use of Students and Practitioners, ed, 5. 
Philadelphia, Lea & Febiger, 1937) classed this disease as a tuberculid. 

Dr. Epwarp R. MALoney: I do not think this condition is tuberculosis or 
tuberculid. I agree with the diagnosis as presented. 

Dr. R. H. Rutison: Has that man spent a lot of time in bed? It seems to 
me that all these lesions are over bony prominences. I wonder if they are not in 
the nature of bedsores in a cachectic person. 


Hereditary Hemorrhagic Telangiectasia. Presented by Dr. FRANK C. Compss. 

R. S., a woman aged 24, presents numerous stellate and punctate telangiectases, 
There are over a dozen lesions varying up to approximately 1 cm, in diameter. 
Some of them have been present for many years; others appear and disappear 
spontaneously. Ever since childhood she has had repeated mild attacks of epis- 


taxis. Her mother, who is now dead, had the same condition. 

About fourteen months ago the patient injured her right ankle. <A _ purpuric 
area about 2 cm. in diameter appeared. About six months later this area enlarged, 
and other similar areas appeared independently beyond the periphery, until at 
present they cover a region about 4 by 6 cm. The lesion is dusky red and does 
not disappear on pressure. The Wassermann reaction of the blood was negative. 


DISCUSSION 
(The diagnosis was unanimously accepted by the members present.) 
Dr. R. H. Ruttson: Does not that disease run in the male line and not in the 
female line? 
Dr. Eucene F. Traus: No. The disease occurs in and is transmitted by 
both sexes. 


Amyloidosis Cutis. Presented by Dr. J. FRANK FRASER. 

A. L., a woman aged 37, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital because of an eruption 
of twenty-eight years’ duration. The condition first appeared as roughened skin 
on the dorsa of the hands and the lateral aspects of both arms and both hips. The 
areas spread in time, and the eruption gradually involved both thighs anteriorly 
and ascended on the back to extend from the sacral to the scapular region. 

Examination shows a symmetric pruritic eruption on the arms, legs and breast, 
consisting of firm, closely aggregated papules. 

The Wassermann and the Kahn test were negative. Urinalysis showed no 
abnormality. Histologic examination showed amyloid deposits in the papillary 
bodies with the methyl violet stain. 
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patient had roentgen therapy in Philadelphia ten years ago, but the amount 
ascertained. There was no benefit. 


DISCUSSION 
Howarp Fox: I agree with the diagnosis but have no therapeutic sugges- 
[ should like to ask if any one knows of death following an intravenous 
1 of congo red used for the diagnosis of anyloidosis. I have recently heard 
e in California. 


A Case for Diagnosis (Impetigo Herpetiformis? Pemphigus?). Presented 
Dr. Fred WISE. 
» an Italian woman aged 29, married, registered at the Skin and Cancer 
the New York Post-Graduate Medical School and Hospital on Oct. 13, 
She presents a widespread bullous eruption on the chest and midback, with 
nce of the individual lesions, producing an almost uniform area of purulent 
xudative lesions on the chest, breasts and abdomen. The duration is four 
[he mouth is free of lesions, but there are a few faint macules on the 
si. Fresh bullous lesions which soon become purulent constantly appear 
back and chest and rupture within a day or so after their inception. A few 
d bullous lesions are present on the lower part of the abdomen. 
xaminations of the blood and of vaginal smears gave negative results. The 
from the chest yielded Staphylococcus aureus. The patient’s general health 
parently unaffected. 
DISCUSSION 
Eucene F. Traus: It is hazardous to venture any hard and fast diag- 
at this time; nevertheless, I believe this condition will eventually fit in the 
) of so-called Senear-Usher pemphigus. 


R. H. Ruttson: I think this patient has pyoderma. 


Dr. J. GARDNER Hopkins: I think the disease is one which dermatologists 


from time to time and have no good name for. I have seen the same thing 
presented as pemphigus, with bullae a little bigger than these. It usually responds 
nporarily to antiseptics such as methylrosaniline (gentian violet). I do not 
what it is, but I think it is a distinct type. 

Dr. Paut E. Becuet: I think it is bullous impetigo. Dr. H. H. Whitehouse 

J. Cutan, Dis. 16:169, 1898) reported a case of impetigo herpetiformis in a male, 
it usually occurs in women, and in women almost invariably only during 
ynancy. This eruption is confined to the chest. It consists of bullae with 


marked pustular involvement. 

Dr. Eowarp R. Maroney: I think the patient has localized bullous impetigo. 

Dr. FRANK C. Comses: I cannot agree with the diagnosis of bullous impetigo 
or with the diagnosis of herpes gestationis. Bullous impetigo is essentially a 
self-limited disease; that is, there is a tendency to healing in the center and new 
involvement at the border. There is no such tendency here. I agree with Dr. 
Hopkins and hold a definite diagnosis in abeyance for a more complete work-up. 

Dr. Paut E. Becuet: I saw several of Dr. L. D. Bulkley’s patients with 
herpes gestationis, and they all had more or less typical dermatitis herpetiformis 
ot pregnancy. It invariably clears up a few months after the termination of 
pregnancy, 

Dr. Epwarp R. Matoney: In the last few months I have observed several 
cases of herpes gestationis at Bellevue Hospital, and in none was the picture at 
all like this. As a matter of fact, ordinary herpes gestationis does not clear up 
at the birth of the child, as Dr. Bechet said. The patient gets worse at that time. 
The condition flares up at the time of the delivery and clears up a short time later. 
[ have never seen so extensive an involvement as this. The disease is always 
much more localized. 
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A Case for Diagnosis (Fixed Pigmented Eruption). Presented by [,. 

EpwarpD R. MALONEY. 

F. Y., a Negro aged 29, born in the United States, had a penile lesion aboy; 
six years ago, which healed under “powder therapy.” He had no Wasserman 
tests prior to his admission to Bellevue Hospital. The present eruption js 
three months’ duration. The family history is essentially irrelevant. The patien; 
states that about three weeks previous to admission he first noticed on the lef; 
upper quadrant of the chest a slight maculopapular pigmented eruption whic| 
itched slightly. One week later the trunk was involved. He had had no medica- 
tion prior to admission. At that time the trunk presented multiple lesions varying 
from oval to rectangular in shape and in appearance from a red moist surface { 
pigmented spots healed in the center and with nodular scaling on the border. T] 
lesions varied in size from that of a pinhead to that of a quarter. Bilateral shott 
nontender inguinal adenopathy was present. One firm nontender nodule was found 
in the epitrochlear region. 

Except for partial paralysis of the left side of the body, physical examination 
showed no essential abnormality. Urinalysis and scrapings for fungi were negative. 
as were Wassermann tests of the blood on September 20 and 24 and October 18 
The Wassermann test of the spinal fluid was negative, the colloidal gold curv 
0011100000 and the cell count 0. Pandy’s test for globulin gave a negative result 
Dark field examination of material from an active lesion on September 18 showed 
no spirochetes. 

3iopsy showed a collection of small cells with round or oval hyperchromati 
nuclei, grouped chiefly in relation to small capillaries. 

Compound ointment of benzoic acid applied to several lesions for three weeks 
produced no effect. Intravenous injections of neoarsphenamine were given (0.3 
Gm. on October 5, 0.45 Gm. on October 12 and 0.6 Gm. on October 17), but 
although this therapy caused the lesions to fade somewhat, the scaling persisted 


DISCUSSION 

Dr. FRANK C. ComsBes: Of course there is more than pigment. There ar 
active inflammatory lesions. When I first saw the patient I knew nothing of th 
history but made a diagnosis of psoriasis. Tonight I have no better diagnosis 
than psoriasis. 

Dr. JosePpH J. Etter: I should like to see syphilis ruled out, in spite of the 
negative serologic tests. 

Dr. J. FRANK Fraser: The important point in the histologic examination is 
that for the diagnosis of syphilis there should be not only perivascular infiltration 
but endarteritis. This picture (panarteritis) was characteristic of syphilis. 

Dr. EuGene F. Traus: Dr. Maloney, who has no doubt seen this patient a 
number of times, is in the best position to confirm the impression that I got, that 
the eruption is papulosquamous. If I am correct in assuming that there ar 
definitely scales on a papular eruption, then the added fact of the annular lesions 
would seem to make psoriasis and syphilis the two most likely possibilities. 

Dr. Epwarp R. MALoney: In the first place, psoriasis is rare in the Negr 
This man is not a full-blooded Negro. In the second place, the histologic exam- 
ination showed no evidence of psoriasis. Psoriasis, of course, was one of the 
diagnoses considered. In the third place, the primary lesion was maculopapular, 
and the lesions seemed to extend peripherally and heal more or less in the centers, 
with remaining pigmentation and a persistent outlying border of small scaling 
papules. The scaling was not of the type one would expect in psoriasis, but 
possibly what one would expect in annular syphilid. The histologic structure, as 
Dr. Fraser brought out, was that of syphilis, except for the absence of endarteritis. 
This section may not have contained that. The rest of the histologic picture was 
that of syphilis. I am treating the patient now with arsphenamine. Syphilis was 
considered, of course. Some one suggested ringworm, and because of the lesions 
below the axillas, mycosis fungoides was also considered, though there is no itching 
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A Case for Diagnosis (Unilateral Nevus with Neurofibroma of the Orbit? 
Recklinghausen’s Disease?). Presented by Dr. J. GARrpNER HopKINs. 


N. L., a girl aged 16 months, has had lesions since birth. A tumor involving 
the left orbit and eyelids, causing the eye to protrude, on palpation gives the 
impression of strings beneath the skin. The eye is apparently blind. There are 
areas of alopecia on the left side of the scalp, and the left cheek is covered with 
a soft tan raised growth with a velvety surface. On the left hand and arm and 
over the upper left part of the chest and back, in segmental distribution, are soft, 
rather flat but warty growths, faint tan, and in places of linear distribution. The 
infant seems bright and intelligent but is retarded in mental development. 

Histologic examination of the orbital growth and the skin at the external 
canthus showed a fibroma in which there were large bundles of myelinated nerves. 

The orbital tumor might be classified as one of the plexiform neuromas seen 
in Recklinghausen’s disease but does not seem to be of the type seen in the skin 
in this syndrome. The cutaneous nevi seem to be chiefly epithelial. It is unlikely 
that they contain nevus cells or have any malignant potentiality, although no 
biopsy has been done. There is a grave question as to the possibility of removing 
the orbital lesion. The case is presented chiefly for opinions as to treatment and 
as to whether it belongs in the category of Recklinghausen’s disease. 


DISCUSSION 


Dr. Frep Wise: It is possible that what is known as Bourneville-Hartdegen 
disease, which is sometimes associated with a nevoid tumor in the brain, will later 
develop. It frequently has a fatal outcome and is associated with cutaneous lesions 


similar to those this child presents. 

Dr. Paut E. Becuet: The orbital growth is a nevus of the cerebriform type, 
and I also believe that one should be cautious in prognosis, as at times death does 
follow the occurrence of a lesion in the cranial cavity. 

Dr. GeorGE M. MacKee: I cannot. identify this condition as Recklinghausen’s 
disease. I should call it a mixed nevus—naevus fibromatosus and naevus cerebri- 
formis. Dr. Hopkins spoke of the danger of surgical measures in cases of that 
type, and I agree with him. Recurrence is likely and may eventuate in malignant 
change. 

Dr. EucGene F. Traus: I agree with Dr. MacKee. This condition does not 
represent my idea of Recklinghausen’s disease, regardless of the fact that the 
histologic examination showed nerve tissue. The growth appears to be a mixed 
nevus of some type rather than a regular feature of ordinary Recklinghausen’s 
disease. It is possible that a patient may have both conditions—that is, a mixed 
nevus and Recklinghausen’s disease. I should like to know what the yellow por- 
tion of the nevus consists of. It looks as though it may be fatty or colloid 
degeneration. 

Dr. J. FRANK Fraser: This growth is a nevus, but “nevus” simply means 
“birthmark.” All that the section shows is a neurofibroma. The lesions of 
Recklinghausen’s disease occur in three types of nerves, the spinal, the terminal 
cutaneous and the cranial nerves. Sometimes it is possible to make a diagnosis 
of Recklinghausen’s disease from the café au lait stains, without the presence of 
tumors. The origins of cellular nevus and Recklinghausen’s disease are closely 
associated embryologically. Both lesions come from nerve tissue. I should fear 
involvement of the cranial nerves in this case. 

Dr. Eucene F. Travus: I should like to emphasize what I said before. Merely 
as a matter of clarity, I believe the term nevus applied to this condition is more 





758 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


suitable than the term Recklinghausen’s disease, particularly from a clinical point 
of view, though perhaps from an embryologic standpoint either term might be 


correct. 

Dr. GeorGeE M. MacKee: The yellow part, I think, clinically corresponds to 
what has been called cerebriform nevus. I suspect that under the microscope jt 
will show a myxedematous type of tissue. This variety of nevus has been found 
to undergo malignant change after traumatism. 

Dr. J. FRANK Fraser: The Recklinghausen lesions may develop into sarcoma. 

Dr. GeorGE M. MackKee: If anything is going to be done at all, I favor a 
plastic operation removing all the tissue. 


Extreme Maceration and Thickening of the Toe Webs (Dermatophy- 
tosis?). Presented by Dr. Howarp Fox. 

Miss G. T., aged 28, has suffered from extreme thickening and maceration 
of the skin of all the toe webs for the past two years. The condition is most 
severe in the space between the great and the second toe and least so in the last 
interspace. There is excessive perspiration of the feet. Fungi could not be dem- 
onstrated microscopically, but the trichophytin test gave a positive result. A 
diagnosis of fungous infection was made at the outset by Sabouraud and other 
European dermatologists. In spite of persistent and intensive treatment by a 
variety of methods, progress has been unsatisfactory. She has been treated by 
other physicians with roentgen rays and with compound ointment of benzoic acid, 
and by me with modified Dreuw’s ointment (chrysarobin, 6 Gm.; salicylic acid, 
3 Gm.; juniper tar, 3 Gm., and petrolatum to make 30 Gm.) alone and covered 
by strips of oiled silk and with ultraviolet rays, potassium permanganate soaks and 
various dyes. Recently strips of 40 per cent salicylic acid plaster have been applied 
up to the point of toleration. While at home she has worn sandals without stock- 
ings. The patient is intelligent and cooperative. Except for attacks of indigestion 
her general health is good. She is somewhat overweight. 


DISCUSSION 

Dr. R. H. Rutitson: It seems to me from the history that the therapy has 
been intensive. I should be inclined to suggest simple soothing treatment for a 
time, to see whether the intensive treatment she has had may not have caused 
improvement. 

Dr. A. Benson CANNON: I agree with Dr. Rulison. Until the diagnosis is 
established, I should think soothing treatment is indicated. 

Dr. EUGENE F. Traus: From the appearance tonight with considerable medi- 
cine on the lesions it is rather difficult to be certain as to diagnosis or prognosis, 
but I believe the condition is of a type not infrequently seen. In my experience, 
it has never responded ta soothing treatment, which I have tried repeatedly. 
The only thing that I have found to make the slightest impression is the giving 
of massive doses of radiation directed to the area between the toes, much in the 
fashion in which one would treat a soft corn. I am somewhat doubtful as to 
whether the condition is a variety of tinea. I have never been able to find fungi 
in the cases I have observed. 

Dr. George M. MacKee: I have had a number of patients with this condi- 
tion, and I was never able to find fungi. Therefore, I concluded that the condition 
was not dermatophytosis. Sometimes there is only one round and sharply mar- 
ginated area—in one interspace, for instance. At the other extreme is this case, 
in which the condition is widespread. In all cases there is thick white macerated 
skin. The patients all complain of discomfort and at times of pain when cracks 
and fissures occur. I have always regarded the condition as a species of so-called 
soft corn. I have had the same difficulty in curing it that Dr. Fox has had in 
this case. The use of roentgen rays and of radium is not always successful. 
I have been successful with a treatment that is rather radical, namely, electrodes- 
iccation and curettage during local anesthesia with procaine hydrochloride. 
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Paut E. Becuet: I have observed occasional satisfactory results with 

ition of silver nitrate, from 15 to 25 grains (0.97 to 1.62 Gm.) to the ounce 

.) of spirit of ethyl nitrite, painted on twice a day. Even when fungi were 

lemonstrated, I have succeeded in drying the lesions up by this means. At 

this beneficial result is greatly aided by preliminary treatment with a kera- 

tic substance, such as strong salicylic acid, as has been given by Dr. Fox in 

this case. I agree, however, with Dr. Traub that the condition cannot be treated 
mildly. 

Dr. FRANK C. Compes: I look on this type of condition as Dr. MacKee does, 
as a soft corn. Of course, sometimes one is able to demonstrate fungi. However, 
I have always thought that unless there is evidence elsewhere, these organisms 
are saprophytic, as the keratotic tissue forms good soil for their proliferation. I 
have recently treated with success a similar condition with 2 per cent solution 
of methylrosaniline (gentian violet) in 50 per cent alcohol. Subsequently a 5 per 
cent salicylic acid powder was used. However, this patient had definite dermato- 
phytosis with deep-seated vesicles on his soles. 

Dr. A. BENSON CANNON: I think that the recommendations for treatment 
have been altogether too radical. I should strongly advocate using Unna’s zinc 
glycerogelatin dressing between the toes and over the whole front of the foot and 
putting on a little boot. The patient should be allowed to wear this dressing for 
several days, then the boot should be removed, the area cleansed with 50 per cent 
alcohol and the paste reapplied. The paste is soothing and protective, takes up 
moisture, keeps the toes spread apart and immobilizes the front of the foot. 

Dr. Howarp Fox: I have treated patients with severe maceration and thick- 
ening of the skin of the toe webs with chrysarobin. In some cases the lesions 
have dried up completely. I have been unable to accomplish any appreciable result 
in this case. In addition to strong remedies, the patient has had mild soothing 
ones, as recommended by some of the members. 


Dermatitis Factitia. Presented by Dr. Howarp Fox. 

I. R., a school girl aged 16, injured the back of her right hand at the age of 
7 years by striking it against an iron bed. The wound healed in two weeks but 
reopened two or three years later. In spite of various types of treatment it con- 
tinued to open and heal for a considerable time. During the past two years she 
claims to have had numerous minor injuries to the back of her right hand and 
wrist, all of which have been followed by scars. Her mother says that “small 
She now presents on the back of the wrist an irregu- 


injuries leave big scars.” 
Self infliction 


larly shaped area of superficial ulceration of bizarre appearance. 
apparently has not been suspected by physicians, who have treated her with various 
salves, radium and roentgen rays. There is no evidence, however, of a radio- 
dermatitis. She has never worn a wrist watch. She is right handed. She lives 
with her widowed mother and older brother, her home life being apparently normal. 
She is a poor scholar and does not like to attend school. She wishes to be a 
trained nurse. She is overweight and below the average in intelligence and shows 
a complete absence of corneal and pharyngeal reflexes. 


DISCUSSION 


(The diagnosis as presented was unanimously accepted by the members.) 


A Case for Diagnosis (Lymphoma of the Orbital Region? Mycosis Fun- 
goides 4 Tumeur d’Emblée? Granuloma Annulare?). Presented by 
Dr. J. GARDNER HopKINs. 

M. G., a man aged 50, an accountant, is presented from the Vanderbilt Clinic. 
The previous history is irrelevant except that about five years ago a small soft 
nodule appeared in the left upper eyelid, near the inner canthus. This disappeared 
after some fractional roentgen treatments (75 r) given for concomitant seborrhea. 
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It soon recurred and extended until it formed a firm sharply bordered oval plaque 
which nearly filled the upper eyelid. There was also an annular swelling, 2.5 em, 
in diameter, in front of the left ear. Both lesions disappeared after roentgen 
exposures. 

In about May 1938 a nodule resembling a sebaceous cyst developed in the left 
side of the neck. This was excised. 

Recently the original lesion on the eyelid has recurred. It now occupies the 
outer two thirds of the upper lid and extends 2 cm. out toward the temple. [t 
forms a plaque as firm as cartilage, with a sharp thickened border and a slightly 
depressed center. The epidermis over the portion involving the eyelid is normal: 
over the lateral portion it is fissured and eczematous. There has been no pain 
and practically no itching. There are no cutaneous lesions elsewhere and no 
enlargement of lymph nodes. The Wassermann reaction of the blood was negative 
and the blood count normal. Since incision for biopsy the infiltration in the neigh- 
boring portion has been strikingly reduced. 

Three biopsies since 1934 have shown massive infiltration with lymphocytes, 
The first specimen, from the eyelid, showed also numerous eosinophils and large 
mononuclear cells. The second specimen, from the neck, showed many polymor- 
phonuclear leukocytes and plasma cells in addition to the lymphocytes. A specimen 
from the present lesion showed, in addition to the granuloma, a downgrowth of 
epithelium suggestive of beginning epithelioma. 

DISCUSSION 

Dr. A. BENSON CANNON: Superficial examination of the lesions suggested 
epithelioma. I did not examine the slides, but Dr. Hopkins tells me that two 
pathologists have also made a histologic diagnosis of basal cell epithelioma. 

Dr. Eucene F. Traus: In addition to a hard border, there is an eczematous 
process on the surface of the lesion. Also in other areas on the body there is an 
eczematous process which does not appear to be due to treatment. 

Dr. J. GARDNER Hopkins: This man has had lesions which were called 
seborrhea for some time. 

Dr. EuGeNne F. Traus: In other words, the eczematization is part of the 
original process, and in making a diagnosis of the lesion near the eye, one has 
to consider it as part of the whole picture. For this reason I do not see how 
the entire picture can be fitted into the diagnosis of epithelioma. To do that, 
one would have to make two separate and distinct diagnoses. However, I doubt 
the correctness of the microscopic diagnosis, that the indurated lesion is basal cell 
epithelioma. Clinically, to me it is lymphoblastoma, and because of the eczematous 
process to be seen elsewhere on the patient, I believe the condition is probably 
mycosis fungoides. 

Dr. GeorcE M. MacKee: The lesion is not epithelioma histologically, nor 
does it suggest that disease to me clinically. It is a granuloma, probably a member 
of the lymphogranuloma group. It does not impress me as granuloma annulare. 
When a lesion of granuloma annulare has completely disappeared after roentgen 
treatment, recurrence in the same area is uncommon. 

Dr. Frep Wise: On clinical grounds I strongly favor the diagnosis of lympho- 
cytoma. 

Dr. Paut E. Becuet: The growth does not impress me as epithelioma. There 
are thick and edematous walls rather than a rolled border. There are no ulcera- 
tive changes. The changes are eczematoid. While I cannot be positive of the 
diagnosis, I should entertain the possibility of mycosis fungoides of the d’emblée 
type. 

Dr. Frank C. Compes: I consider this lesion a lymphocytoma. Because of 
the associated eczematization, the condition may terminate in mycosis fungoides. 

Dr. J. FRANK Fraser: My experience has been a little different from that 
of the previous speakers. I have seen granuloma annulare return in the same 


‘ 
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location after roentgen therapy. I should exclude granuloma annulare in this 
case on the basis of the histologic picture. I believe the lesion is a lymphoma of 
som type. 


Poikilodermatomyositis with Calcification. Presented by Dr. J. GarpNer 
HopKINS. 
H., a Negro aged 26, is presented from the service of Dr. W. W. Herrick 
e Presbyterian Hospital. The patient was in good health until five years 
when an intensely itching eruption with “water blisters” developed on the 
forearms and neck. During the next few months the wrists and fingers gradually 
hecame stiffened, but there is no definite history of thickening of the skin. There 
was no illness or exposure to external irritants preceding the onset. After this, 
itching areas without vesiculation developed on the head, trunk and lower extremi- 
ties. Motion in all his joints has become gradually limited in the past five years, 
and recently he has had increasing difficulty in opening his mouth. He has lost 
75 pounds (34 Kg.) since the onset of this illness. The Wassermann reaction 
five years ago was negative; two years ago it was reported as 2 plus, and he was 
then given eight injections as treatment for syphilis. He has also received other 
forms of injections, the nature of which has not been determined, but he had none 
before the onset of this illness. 

The patient appears ill, but not in acute distress. The chief symptoms are 
weakness and stiffness of the limbs. He is unable to raise himself in bed or from 
a sitting position, but once standing he can walk with slight assistance. The skin 
shows large irregular patches of atrophy on the trunk and extremities. These 
are made up of little whitish macules lying between reticular lines of pigmented 
and swollen skin. There are some telangiectases on the shins, but none elsewhere. 
Nowhere is there definite thickening. The skin of the ears is bound tightly with 
the underlying cartilage, somewhat deforming them. The fingers are flexed and 
rigid, and it is difficult to tell whether the stiffness is due to the fixation of the 
skin or to involvement of the underlying tissues. Over two knuckles are small 
ulcerations, from which chalky material protrudes. On the arms the skin is also 
adherent to the underlying tissues, and there are doughy masses which seem to 
represent atrophied muscles. The lower ends of the biceps muscles are especially 
firm and leathery, and there are subcutaneous masses in the anterior axillary folds 
which seem to lie in the subcutaneous tissues. 

Roentgen examination showed calcified deposits in the soft tissues of the hands, . 
feet, arms, legs and lateral wall of the chest. These were astonishingly sym- 
metric in their distribution. There was osteoporosis of the bones of the arms and 
hands. 

Histologic examination showed atrophy of the epidermis, degeneration of the 
superficial collagen and great thickening with hyaline (?) degeneration of the 
walls of the arterioles in the upper part of the cutis. 

Chemical examination showed the serum calcium, inorganic phosphate and 
phosphatase to be within normal limits. Other examinations showed nothing of 
significance. One of the calcareous deposits showed calcium on chemical exami- 
nation. 

The syndrome corresponds almost exactly to that described by Petges and his 
associates (Bull. Soc. frang. de dermat. et syph. 36:817 [July] 1929) as poikilo- 
dermatomyositis with calcification. The only question in my mind is: How closely 
do the cutaneous lesions correspond to the usual picture of poikiloderma? 


DISCUSSION 
Dr. Frep Wise: I want to ask the presenter whether he found any evidence 


+ 
? 


of parathyroid disease in this case, aside from the obvious clinical findings? 
Dr. J. GARDNER Hopkins: There has been no evidence of parathyroid disease. 
The blood count and blood calcium, phosphorus and phosphatase have been normal. 
Dr. GeorcE M. MacKee: I think Dr. Hopkins has shown a bona fide case 
of this particular type of poikiloderma. It corresponds in almost every particular 
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with the case reported by Petges and his associates. There are the cutaneoys 
atrophy, the predilections, the pigmentation and some telangiectasia. Also, there 
are deposits of calcium and emaciation and extreme muscular atrophy. 

Dr. Howarp Fox: I recently read Dr. William H. Guy’s manuscript op 
poikilodermatomyositis (ArcH. DermMaAt. & SypuH., to be published). His case 
corresponded closely with this one as far as I can recall. I have had no personal 
experience with this rare disease. 

Dr. R. H. Ruttson: This picture is the first of its kind that I have seen ang 
corresponds perfectly with the description given by Petges and his co-workers, 

Dr. J. GARDNER Hopkins: I am glad that Dr. Guy’s case has been mentioned. 
He made his observations before I saw this patient. His case was of Petges’ 
second type, without calcification and with fever, resembling more acute derma- 
tomyositis. 

Dr. FRANK C. ComBes: Were there any osseous cysts in this case? They 
occur in dermatomyositis. 

Dr. J. GarpNeR Hopkins: There was osteoporosis of the long bones of th. 
hand and arm. 


A Case for Diagnosis (Lichen Planus?). Presented by Dr. EuGene F. Travp. 

T. H. G., a man aged 63, first noticed an eruption on the lower lip about 
May 1, 1938. Various ointments were applied, without benefit. In July 1938 a 
dermatologist removed the lesion by electrodesiccation, a diagnosis of leukoplakia 
having been made. About one month after removal white striations indicated a 
return of the condition about the border of the healed patch. The center of th 
area was electrodesiccated and showed some thickening and infiltration. There 
was also a small patch posteriorly on the right side of the buccal mucosa. This 
was also thought to. be leukoplakia and was treated in the same way. It als 
returned after electrodesiccation. The process continued to spread both on the 
lip and on the buccal mucosa, and at the present time strongly suggests annular 


lichen planus because of the fine milk white striations and the tendency to annular 
However, because of the thickening in the center of the lower lip 
and the original diagnosis of leukoplakia, the patient is presented for confirmation 
of the diagnosis and for therapeutic suggestions. At the time of the original electro- 
desiccation no biopsy was performed, and none has been done at the present time. 


configuration. 


DISCUSSION 


Dr. Frank C. Compes: The lesion on the lip is lichen planus. I did not 
palpate the one on his buccal mucosa but assume it is the same condition. They 
are typical and present a lacelike network, as if the tissues had been seared over 
with silver nitrate. My opinion as to treatment is naturally against surgical 
excision. I should apply boric acid ointment to the lip and observe the patient. 

Dr. GeorcE M. MackKee: I think the patient has lichen planus, and if he will 
take it philosophically, I should suggest that no treatment be used. 

Dr. Howarp Fox: I agree with Dr. MacKee as to diagnosis and treatment. 
The lack of infiltration and the reticulated aspect with small circles on the posterior 
part of the buccal mucosa favor lichen planus. In my published series of 10 cases 
of lichen planus confined to the mouth (Arcw. Dermat. & Sypn. 24:1071 [Dec.] 
1931) the eruption in 1 case had been present eight years. Treatment, in my 
experience, has been entirely unsatisfactory. 

Dr. A. Benson CANNON: I agree with the diagnosis of lichen planus. 

Dr. R. H. Rutison: I agree with the diagnosis of lichen planus, and I think 
the lesions should not be treated. I have never seen any improvement of lichen 
planus in the mouth from any form of treatment and harm might result. One 
patient I have now has an ulceration of the mucosa from radium treatment after 


six or eight months. 
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Lichen Pilaris seu Spinulosus. Presented by Dr. Howarp Fox. 

a school boy aged 14, first noticed an eruption three months ago. His 
kin liad previously been normal. He now presents a generalized symmetric 
profit eruption of the face, trunk and extremities. It consists of superficial 
round or oval dry patches, with follicular elevations imparting a nutmeg grater 
feeling on palpation. The rough surface is most intense on the extensor aspect 
of the arms. The patches cn the trunk and upper extremities are slightly depig- 
Some of the lesions on the legs show redness, a tendency to form circles 


mented 
and a few scratch marks, 

[he patient presents evidence of Froehlich’s syndrome and gives a history of 
4 moderate degree of night blindness. Five months ago he had a hard fall on the 


hack of his head. 
Note.—Subsequent to the presentation the patient went to the movies in the 
afternoon and found that he apparently did net suffer from night blindness. 


DISCUSSION 
Dr. Paut E. Becuet: I agree with the diagnosis. In a number of cases I 
have seen this condition associated with Froehlich’s syndrome. I wonder if an 
endocrine disturbance does not play an important role in this disease, rather than 


avitaminosis. 
(The members were in unanimous agreement with the diagnosis as presented.) 


Spontaneous Rupture of a Venous Angioma of the Orbit. Presented by 

Dr. EuGENE F. TRAUB. 

L. H., a woman aged 43, was referred by Dr. William B. Doherty, who pub- 
lished a detailed history of the case in the Archives of Ophthalmology (17:945 
{May] 1937). She had had no discomfort or trouble with her eyes prior to 1910, 
when she was 16 years old. She states that suddenly while she was working 
something “burst” in her right eye; there was intense swelling; the lids were 
ecchymotic; the conjunctiva ballooned up with large subconjunctival hemorrhages, 
ind the eyeball protruded. 

The patient was taken to the New York Eye and Ear Infirmary, and a Kron- 
lein operation was performed by Dr. Emil Gruening. The orbit was found to be 
full of blood clots, and a diagnosis of “idiopathic hematoma of the orbit” was made. 
\n excellent cosmetic result was achieved by the operation. 

During March 1923, about thirteen years later, a similar incident occurred, 
and she was admitted to Bellevue Hospital, to the service of Dr. Charles H. May. 
\t that time there was an almost identical picture with that in 1910. There were 
ecchymosis of the lids, intense chemosis and at least 4 mm. of exophthalmos with 
haziness of the cornea, the vision being reduced to perception of fingers at 10 feet 
(330 cm.). The illustration, pictures taken at Bellevue Hospital, gives a good 
comparison of the condition on admission with that five months later. The 
principal treatment at Bellevue at that time was with cold compresses and pressure 
bandages. After three months the swelling subsided, and there was satisfactory 
recovery. There were limitation of motion in all directions, partial symblepharon 
in the lower lid and decided evidence of venous angioma. Faint linear scars 
from the first operation were also revealed. The angioma manifested itself in the 
lower lid, simulating a bag of blue earthworms which seemed to shine through, 
and the entire mass could be definitely palpated. Since then the patient has had a 
series of treatments with roentgen rays and radium by Dr. G. Allen Robinson, 
and there has been gradual diminution of the tumor. 

\t present the vision of the right eye is 20/50 with a —1.00 D. sph. —1.00 
D. cyl., and that of the left eye 20/20 with a —1.00 D. sph. —1.00 D. cyl., ax. 75. 
There is great loss of motility of the eyeball in all directions except nasally. The 
fundus shows an area of choroidal atrophy; a roentgenogram of the orbit did not 
reveal any bony erosion, and the Wassermann reaction was negative. The fields 
presented concentric contraction of about 15 degrees. 
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On July 14, 1938, the patient had a third attack of exophthalmos, which 
appeared clinically almost identical with the second attack. At present there jg 
exophthalmos of about 5 mm.; the eye is displaced up and to the right; there js 
limitation of motion in all directions, more marked to the nasal side, and th: mass 
which could be palpated and which simulated a mass of earthworms new seems 
more superficial and more solid. The vision is the same as previously stated. and 
the fundus has undergone no change. 

DISCUSSION 

Dr. R. H. Rutison: I think this case is extremely interesting when the history 
is considered. I have no positive diagnosis to make. I am wondering if the con- 
dition is simply an angioma or whether there is possibly a lymphangiomatoys 
element in it, with transient lymph stases causing this tumor formation, which 
clears up spontaneously, disappearing slowly. I am offering that as a possible 
explanation. 





A, Spontaneous rupture of a venous angioma of the orbit (picture furnished by 
Dr. William B. Doherty). 8, Condition five months later, after application of 
cold compresses and pressure bandages. Complete recovery followed. 


Dr. J. GARDNER Hopkins: Dr. Traub in his presentation called attention to 
the lymphangiomatous element. There was a small clear vesicle in the lesion. 
I agree with the diagnosis of lymphangioma. I should be interested in opinions 
as to treatment. I should like to know if the members believe this lesion is 
radiosensitive. 

Dr. A. BENSON CANNON: I think that it is probably a lymphangioma. 

Dr. Howarp Fox: Dr. Rulison’s suggestion of hemolymphangioma fits the 
picture best, in view of the variations in size of the lesion. I should suggest that 
some sclerosing substance be injected. 

Dr. Georce M. MacKee: I think the condition is possibly an angiolymphan- 
gioma. I doubt if it is radiosensitive. I am inclined to think its disappearance 
after radium therapy the last time was spontaneous, just as its disappearance 
now. I suggest an attitude of watchful waiting. If the lesion does not disappear, 
I should try the injection method. 
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Dr. Frep Wise: One method of treatment would be to tie off the blood supply 
to the affected area. 

Dr. FRANK C. ComBeEs: I agree with the presenter in that at the present time 
[ should not treat the patient. It is difficult to explain the spontaneous appearance 
and disappearance of the lesion, and I should attempt to find the cause of this 
phenomenon, I do not think the growth is a lymphangioma in the sense that it 
is a nevus. There may be some pathogenic changes in the ethmoid sinus to 
explain it. I do not think the lesion is radiosensitive, because there is probably 
no embryonic tissue present. I certainly should not use a sclerosing fluid at this 
time. 

Dr. J. FRANK FRASER: I agree that this lesion is a hemolymphangioma. As 
to the type, I should be inclined to exclude cavernous angioma, because as far as 
I am aware, it does not undergo spontaneous resolution and then reappear. On 
the other hand, if the growth should be found to be a cavernous angioma, one 
must consider the question of metastases, because this type occasionally metas- 
tasizes to the lungs. 

Dr. Paut E. Becuet: I think one point somewhat militates against the diag- 
nosis of lymphangioma or hemolymphangioma, and that is the spontaneous dis- 
appearance of the lesion. Those conditions are persistent and do not disappear 
by themselves, and sometimes extensive destruction is required to cause dis- 
appearance. The lesion appears to me to be encapsulated. I wonder if it might 
not be some type of organized granuloma, possibly granuloma pyogenicum. 

Dr. Eucene F. Travs: It is unfortunate that I cannot present the photographs 
taken of this patient at the time of her first attack, and it is also too bad that 
Dr. W. B. Doherty cannct be here to tell the members more in detail about 
the past history. When I first saw the patient, in October 1938, I thought that the 
lesion might be a lymphangioma. There were several clear vesicles, and the 
involvement of the upper eyelid looked more like a lymphangioma than a pure 
blood vessel lesion. I think Dr. Rulison’s suggestion is a good one. Every attempt 
has been made to find a cause for this condition, such as sinal disease or an intra- 
aural condition, but so far nothing definite has been learned. There is no history 
of preceding disease. In regard to tying off the blood supply to the local area 
involved, I might say that that has been considered, and apparently the ophthal- 
mologists feel that there are too many mechanical difficulties in the way of doing 
such an operation successfully. It occurred to me to inject some sclerosing 
material into the lesion. However, there has been regression before either spon- 
taneously or possibly as a result of irradiation, and as the process is spontaneously 
regressing now, I feel that any such treatment should be withheld until it has 
become stationary. Even then I should be reluctant to inject much of the scleros- 
ing material because of the danger of a reaction and swelling in this location. 
The ophthalmologists do not feel that the orbit itself is involved, I believe; never- 
theless they feel that the growth is so extensive around the eyeball that there is 
danger of losing the eye if any extensive surgical procedure is attempted. 


Argyria of the Face and Hands. Presented by Dr. Frep WISE. 


Mrs. I. M., aged 32, has been using a preparation of silver (neosilvol) in the 
form of intranasal drops for about a year. During the past several months she 
has made applications daily, for relief of hoarseness and catarrh of the nose and 
throat. 

The forehead, cheeks and chin show a pronounced slate gray tint; the scleras 
are faintly pigmented, and the backs of the hands show a moderate degree of slate 
gray discoloration, while the nail beds are unchanged in tint. Other areas of the 
skin are apparently normal in color. 


DISCUSSION 


(The members agreed unanimously with the diagnosis as presented.) 
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Arsphenamine Dermatitis. Tertiary Syphilis. Presented by Dr. A. Bensox 
CANNON. 

R. S., a man aged 29, was first seen in consultation on Aug. 6, 1937, with a 
number of cutaneous lesions that had persisted for five months, during antisyphilitic 
treatment. He stated that he had had no venereal disease and gave no history of 
symptoms. A Wassermann test had been reported as 4 plus on March 30, 1936, 
when he presented himself as a donor for a blood transfusion. With the exceptions 
of tiring easily and having frequent general headaches, he had been perfectly well 
until that time. Treatment had been begun immediately, and in the intervening 
year and a half he had had forty injections of neoarsphenamine and twenty-five 
injections of a bismuth preparation. His treatment had been intermittent, with 
about ten weeks of rest between courses. 

In December 1936 he was confined to the hospital with sore throat, ulcerations 
of the throat and about eight to ten sores on the skin. These sores increased in 
number and size, so that when I first saw him, on Aug. 6, 1937, there were a 
number of condylomatous lesions on and around the genitals and between the folds 
of the buttocks and four or five thickened infiltrated and ulcerated plaques varying 
in size from that of a silver dollar to that of a palm on the body and extremities, 
A clinical diagnosis of cutaneous gummas was made and the histologic report was 
of probable syphilis. 

General physical and neurologic examinations gave essentially negative results. 
The blood pressure was 118 systolic and 80 diastolic. The heart, abdomen, liver 
and spleen were normal ; the deep reflexes of the upper and lower extremities were 
equal and active, except for absence of the ankle jerks. There was inequality of 
the pupils, the left being slightly larger than the right, and both were somewhat 
oval. Examination of the spinal fluid was advised, and the attending physician 
reported that that gave negative results. 

The lesions cleared up after one month’s treatment with arsphenamine, and 
the patient remained well until the middle of his second course of arsphenamine 
therapy, when the present eruption appeared. The latter eruption is more eczema- 
tized, weeping and pruritic and was diagnosed by me as arsphenamine dermatitis. 
One roentgen treatment and injections of sodium thiosulfate almost cleared up 
the condition after a few weeks, but since that time the eruption has persisted 
more or less the same, even though he is taking 74%4 grains (0.48 Gm.) of sodium 
thiosulfate by mouth three times a day and has received the drug intravenously 
for several months, with no apparent benefit. 

The patient now shows a generalized eruption with patches of follicular papular 
weeping crusted lesions, some in plaque formation here and there over the skin. 
On the greater part of the dorsum of the left foot is a red oozing crusted area. 


DISCUSSION 


Dr. Howarp Fox: The duration seems rather long for arsphenamine derma- 
titis. However, I recall a case at Bellevue Hospital last year in which a similar 
eruption had been present for at least nine months. 

Dr. Frank C. Comses: The presenter said that this patient had had numerous 
injections of sodium thiosulfate. I should like to ask from how many injections 
one should expect to obtain benefit? Is one justified in continuing injections of 
sodium thiosulfate indefinitely ? 

Dr. A. Benson CANNON: In regard to the effectiveness of sodium thiosulfate, 
there are two opinions. Some physicians believe it does no good at all, while 
others think it does. I think the majority feel it is of benefit. In looking up 
statistics on the excretion of arsenic after administration of sodium thiosulfate, 
I noticed that there is an increase in the urine, with diminution of the eruption, 
jaundice or neuritis in proportion to the amount of arsenic excreted. It is difficult 
to say just how many injections will bring about any material benefit in any given 
case. That is dependent to a great degree on the severity of the dermatitis and 
the treatment given in addition. Generally speaking, I should think that after two 
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weeks of treatment, at first intensive every day and finally every other day, one 
should see some alteration in the quantity of arsenic excreted and some benefit 
in the eruption. I do not depend on the sodium thiosulfate entirely, but use 
forced fluids and such measures. 

Dr. FRANK C, ComBes: I mean that after two weeks of injections, has one 
succeeded in mobilizing and eliminating all of the arsenic, or can one by continuing 


longer expect a further excretion of arsenic over the normal amount? 


Dr. A. BENSON CANNON: I give an injection every day for a week or ten 
days and every other day for another week after that. 


Dr. J. FRANK FRASER: Has the presenter encountered any cases of arsphen- 
amine dermatitis in which no benefit was observed from injections of sodium 
thiosulfate ? 

Dr. A. BENSON CANNON: I have observed cases in which there was no benefit. 
I do not know whether that was due to lack of excretion of arsenic or to other 


tactors. 


Lichen Planus with Lymphadenitis. Presented by Dr. Eucene F. Travs. 


E. N., a woman aged 35, first attended the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Nov. 18, 1938, with a 
generalized eruption of the body said to be of six weeks’ duration, The eruption 
was violaceous to reddish purple. There was some scaling, and the individual 
lesions were angulated papules, some of which coalesced to form annular lesions. 
[here was more eruption on the flexor surfaces of the arms and forearms than on 
the extensor surfaces. The lesions seemed to be typical of lichen planus, and no other 
disease suggested itself in the differential diagnosis. For the previous two weeks 
inguinal adenitis had been apparent. There were palpable nodes in the right axilla 
and in the cervical areas, particularly posteriorly. The nodes in the right inguinal 
region, which were as large as a good-sized walnut, were rather tender and painful 
on pressure. No reason for the adenitis other than the lichen planus could be 
found, pelvic examination giving entirely negative results. 

The Wassermann reaction was negative. Examination of the urine showed 
no essential abnormality except the presence of 10 mg. of albumin per hundred 
cubic centimeters. The blood sugar and the complete blood count were within 
normal limits, as was the blood urea, which was rather low. 


DISCUSSION 


Dr. Eucene F. Traus: The chief reason for presentation of this patient was 
the tremendous inguinal adeénitis, as well as the less pronounced generalized 
adenitis, accompanying the lichen planus. Has any one else seen adenitis so pro- 
nounced as this in conjunction with lichen planus? I have found no mention in 
American textbooks of such an association. The adenitis is of two weeks’ dura- 
tion, and it was preceded by extensive generalized lichen planus by four weeks. 
One of the large inguinal nodes is to be excised. 

Dr. R. H. Rutison: Is it not true that almost any generalized itching derma- 
titis is apt to cause adenitis? 

Dr. Greorce M. MacKee: I think that lichenoid leukemid should be considered. 

Dr. Eucene F. Traus: Clinically, this patient presents a classic textbook 
picture of generalized lichen planus. The blood picture is normal at the present 
time. The condition does not appear to be a lichen planus-like leukemid. 

Note.—Since the presentation of this case biopsy has confirmed the diagnosis 
of lichen planus. A large inguinal node was excised and reported as showing 
hyperplasia of the lymph node. As the lichen planus has disappeared under treat- 
ment, all the lymph nodes have receded, and the large group of nodes in the 
inguinal region have disappeared. 
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Report on a Case of Pemphigus Treated with Sulfanilamide.  Presente, 
by Dr. Grorce M. MacKEeEe. 


The patient, a woman aged 30, had a generalized bullous eruption whic) 
involved the membranes. This continued to grow rapidly worse while treated 
with arsenic and germanin. She received 100 grains (6.5 Gm.) of sulfanilamide 
by mouth on three successive days. The temperature went up to 104 F. The 
next two days she received doses of 60 grains (3.88 Gm.). Within a week the 
eruption was entirely gone. She has stayed well now for a month. 

Note.—At the end of a month there was a severe recurrence, which did not 
yield to sulfanilamide. This time there was no fever. It is possible that the 
fever following the first use of the drug caused the recession. The Pels-Macht 
test gave a positive result. 

DISCUSSION 

Dr. EuGENE F. Traus: About a year ago a patient at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital had severe 
pemphigus with a grave prognosis. As a last resort she was given germanin, 
after which she made a sufficiently good recovery to be discharged and received 
a few more injections while ambulatory. She is now entirely free of symptoms, 


Dr. A. BENSON CANNON: I have given sulfanilamide in pemphigus, with no 
effect. 
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Interstitial Keratitis First Appearing at the Age of Thirty-Six. Presented 
by Dr. Louris CHARGIN. 

W. M., a single white man aged 37, a patient of Dr. William Leifer, first 
came to the Central Clinic of the Department of Health in January 1937. He 
was referred by the Herman Knapp Memorial Eye Hospital, at which institution 
a diagnosis of interstitial keratitis had been made, which was later corroborated 
by several ophthalmologists. The condition began in January 1936 in the leit 
eye, and within one year the right eye had become involved. In January 1937 
activity was still present in both eyes. 

At present the condition is quiescent; only corneal opacities are visible. In 
addition to the pathologic changes of the eyes there are hutchinsonian teeth and a 
white line of scarring near the vermilion border of the lips, evidently the remnant 
of healed rhagades. 

From January 1936 to January 1937 the patient received from a private physi- 
cian a total of forty intravenous and ten intramuscular injections. From January 
1937 to December 1938 he received at the department of health a total of twenty- 
three injections of arsphenamine in doses of 0.3 Gm. and fifty-five injections of 
bismuth subsalicylate. In addition he received benzyl cinnamate, a preparation 
introduced by J. Jacobson, of France (Bull. Acad. de méd., Paris 110:104 [July 
10] 1933). The Wassermann reaction has remained persistently 4 plus. 

The result of therapy was excellent. The condition has for some time been 
inactive, and there has been considerable improvement in vision. 


DISCUSSION 


Dr. Henry Minsky (by invitation): This case is interesting in that the 
interstitial keratitis apparently first appeared at the age of 36. However, inquiry 
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that the patient had had poor vision in the left eye since childhood. Exam- 
imation of that eye shows corneal opacities with clearing; they are almost entirely 
superticial. In addition, there are old iritis, tags and some adhesions. 
‘Regarding the ester introduced by Jacobson (benzyl cinnamate) my experience 
-eries of cases showed little benefit from its use. Originally used for tuber- 
sis. it was found that in certain cases there was a clearing of the opacities. 
[ hesitate to disagree with the diagnosis of interstitial keratitis, because the 
disease is bilateral with fairly typical opacities. On the other hand, if the keratitis 
first appeared at the age of 36, one would expect more rapid involution with 
intensive treatment. It seems, therefore, that the inflammation of the corneas is 
of long standing rather than fresh. Study with the slit lamp would help establish 
the diagnosis. I should be surprised if his vision is more than 20/200, and that 
is not good vision. The lighting up of the keratitis may have had nothing to do 
with syphilis per se but may have been precipitated by trauma, because the cornea 
retains its blood vessels; also an allergic reaction would activate the blood vessels 
and produce keratitis. 
Dr. SAMUEL M. Peck: Does Dr. Minsky approve of the treatment employed ? 


Dr. Henry Minsky (by invitation): I approve of the treatment given but 
should recommend in addition, even in unqualified syphilis, the use of foreign 
protein. Every patient with ocular syphilis should be treated cooperatively by 
the ophthalmologist, syphilologist and general practitioner, because the process 
may be a form of allergy due to focal infection. 

Dr. Leo SPIEGEL: These patients are usually referred to the medical depart- 
ment for a thorough work-up, in an endeavor to find possible foci of infection. 
I generally use boiled milk as a foreign protein. I believe sodium iodide in doses 
of 1 to 3 Gm. intravenously at weekly intervals in conjunction with a bismuth 
compound intramuscularly helps considerably in clearing the opacities. The 
patients are treated twice weekly, the arsenicals being used on alternate visits to 
the clinic. 

Dr. THEODORE ROSENTHAL: About two years ago this patient’s vision was so 
poor because of involvement of the corneas that he had to be led about. The 
corneas were steamy and severely involved. I did not see the patient again until 
tonight, and I find tremendous improvement. The patient told me that he now 
can work and actually does manual labor. 

It has been my impression that response to therapy of interstitial keratitis is 
slow. I have seen bilateral involvement in patients in whom intensive therapy 
had been instituted while only one eye was affected. I think therapy should be 
continued for a long time and that even advanced disease will clear to a certain 
extent. 

Dr. Marion B. SuLzBerGER: I agree with the diagnosis as presented. I 
should like to know what is the underlying mechanism of interstitial keratitis, and 
whether spirochetes are generally found. If they are causing the keratitis, where 
are they found and how do they produce the corneal lesions? Some years ago 
Dr. Joseph Klauder and I tried to treat interstitial keratitis by installation of 
arsenicals into the eye. We thought that in this way one might get a direct 
effect, if the drugs used would penetrate to the interior of the cornea. It is, of 
course, known that when one instils pilocarpine or atropine into the conjunctival 
sac one gets a direct effect in the interior of the eye. However, Dr. Klauder, 
Dr. Martin Cohen and I found that after instillation of relatively high doses of 
neoarsphenamine into healthy rabbit eyes and into human eyes about to be enucle- 
ated one could not demonstrate arsenic within the eye. Unless one can find some 
other means of introducing the drug, such as iontophoresis, the local application 
ot arsenicals cannot as yet be employed in the treatment of interstitial keratitis. 

Dr. Lours CHarcIn: The exact mechanism of the development of the inter- 
stitial keratitis is not known. However, several cases have been reported in which 
spirochetes were present, but that does not mean that spirochetes alone were the 
cause of the keratitis. 
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Dr. Maurice UMANSKy: Why does interstitial keratitis occur with cop. 
genital syphilis and not with acquired syphilis? Since interstitial keratitis occur, 
in adolescents, it has been thought that a hormonal dysfunction of the sex glands 
is one of the etiologic factors. The first appearance of interstitial keratitis jn , 
patient at the age of 36 would argue against this theory. 


Dr. HERMAN SHARLIT (by invitation): My experience has led me to place 
much confidence in the persistent use of ‘potassium iodide both by mouth ang 
intravenously in the treatment of congenital syphilis. I feel, therefore, that intra- 
venous potassium iodide should be pushed to the limit in this instance. 


Dr. WILLIAM LEIFER (by invitation): The patient has been receiving potas- 
sium iodide for a long time and still gets it in addition to arsphenamine. 

Regarding Klauder’s experimental work, it is worthy of note that he and E, R. 
Gross took slivers of cornea from a patient with interstitial keratitis, ground them, 
made a suspension in saline and then performed intracutaneous tests, all of which 
gave negative results (ArcH. Dermat. & Sypu. 37: 125 [Jan.] 1938). They 
were trying to get some idea as to the allergic background of interstitial keratitis, 

The patient states that for years he had poor vision in the left eye. When he 
was first seen, the inflammatory condition was so marked that it was impossible 
to determine whether there was any residue of old interstitial keratitis. Neither 
the patient nor his mother has any recollection of a previous attack in childhood, 

Regarding therapy, there is definite statistical evidence to show that arsphen- 
amine is the all-important drug in the treatment of this disease. Dr. Klauder 
stated that the only relapses he had seen were in cases in which bismuth therapy 
alone was used, even though as many as one hundred injections of this drug were 
given. 

Dr. Louis CHarcIN: The patient presents stigmas which definitely speak for 
congenital syphilis. In addition, he shows a bilateral infiltration of the cornea 
with opacities. This favors the diagnosis of interstitial keratitis. 

With respect to therapy, Dr. Minsky is correct in stating that better results 
would have been obtained in a case of this type with intensive antisyphilitic treat- 
ment, because experience teaches that interstitial keratitis that occurs in later life 
yields more readily than that occurring in early life. Nevertheless, I find that 
the eyes are far better now than they were two years ago, when the patient was 
first seen. 

In former days it was held that no matter what form of therapy was employed 
the other eye became involved. The period before the other eye became involved 
varied from weeks to a year or more. Ophthalmologists years ago recommended 
the use of mercury, even by mouth. Most syphilologists nowadays insist on 
arsphenamine, bismuth compounds and mercury and also potassium iodide. If 
treatment is instituted early, it is likely to prevent the other eye from becoming 
affected. 


Lichenoid Purpuric Dermatitis of Gougerot and Blum. Presented by Dr. 
Pau Gross. 


I. F., a white man aged 52, born in the United States, a patient from the 
Hospital for Joint Diseases, has an eruption on the right leg, present for the past 
year. It began with a small red spot and has been spreading, without causing 
the patient much discomfort. 

On the outer surface of the right leg above the ankle there is a slightly licheni- 
fied reddish and scaly patch studded with numerous bright red papules the size 
of a pinpoint. The area involved is the size of a silver dollar. There is also 
brownish pigmentation in and around the affected area. 

Histologic examination showed mild edema and lymphocytic infiltration of the 
upper layers of the corium. The epidermis was normal except for areas of hyper- 
keratosis. These changes are not characteristic of purpura annularis telangiec- 
todes (Majocchi). 
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DISCUSSION 


Dr. SAMUEL M. Peck: A few clinical points are common to all cases pre- 
sented under the diagnosis of lichenoid purpuric dermatitis. At onset there is a 
slight area of telangiectasia or purpura, usually around the hair follicle, which 
yn develops into a lichenoid papule and may coalesce with other papules to form 
plaques. In the case which I presented (ArcH. Dermat. & Sypu. 38: 506 [Sept.] 
1938) these elements were present. The histologic picture did not correspond to 
that in the case presented by Dr. Wise. I must admit, however, that there was 
similarity between the clinical pictures. 

I think one has to be careful in differentiating a true capillary disease, such 
as lichenoid purpuric dermatitis, from neurodermatitis or eczema on a background 
of capillary fragility. It is a common experience to observe in cases of neuro- 
dermatitis, as well as eczema, especially of the lower extremities, a number of 
purpuric or hemorrhagic spots. These are due to the fact that scratching of a 
patient with fragile capillaries often leads to secondary extravasation of blood in 
the upper layers of the skin. This might lead to the erroneous belief that a real 
purpuric disease exists instead of the traumatic purpura superimposed on ordinary 
eczema. I wish to stress that tests for capillary fragility, not only on the legs 
but on other parts of the body, be made before a definite diagnosis such as 
lichenoid purpuric dermatitis is established. 


Dr. Paut Gross: The reason for presenting this patient is that the eruption 
is so localized and shows such distinct lichenification that one has to differentiate 
between Gougerot and Blum’s disease and neurodermatitis rubra described by 
Pokorny (Arch. f. Dermat. u. Syph. 145: 148, 1924). One may raise the question 
as to whether these conditions are identical. I have found that even the typical 
purpuric and lichenoid dermatitis responds well to small doses of roentgen rays, 
which would suggest a relation to neurodermatitis, or, to be exact, to lichen 
chronicus simplex. 


Yer 


A Case for Diagnosis (Poikiloderma of Civatte? Lichen Planus?). Pre- 


sented by Dr. CHartes WOLF. 


E. H., a woman aged 70, presents an isolated lesion of three years’ duration. 
On the middle portion of the right cheek there is an irregular, sharply outlined 
pigmented area. In the center of the involved area there are slightly raised 
brownish folds which give the lesion a striated appearance. There is no itching. 
The patient has used a facial cream for many years. The Wassermann reaction 
was negative. 

DISCUSSION 

Dr. Wicpert SAcHs: The histologic study showed that the epidermis was 
thin; the follicles were dilated and contained horny plugs. There was an intense 
small round cell infiltrate in the upper part of the cutis and about the follicles. 
There were definite basophilic degeneration and considerable pigment, but the 
latter feature is not unusual. These observations are not characteristic of lichen 
planus, but rather of lupus erythematosus, and the diagnosis should be further 
supported by the study of the elastic tissue. 


Dr. Paut Gross: Let it first be made clear that poikiloderma of Civatte is 
generally accepted as a form of melanodermitis toxica (Hoffmann, E.: Dermat. 
Ztschr, 27:101, 1919). In listening to Dr. Sachs’s description of the histologic 
picture one can visualize the resemblance of the microscopic changes in this case 
to those of lichen planus. The lichen planus-like histologic structure is character- 
istic for melanodermitis toxica. 


Dr. Marion B. SULZBERGER: It seems to me that this eruption may be due 
to an external irritation. If the skin of the nasal folds is stretched one sees normal 
skin at the bottom of each fold. That suggests that the dermatitis is due to an 
external factor, although, of course, the skin protected by the folds might be 
spared for other reasons. The evidence suggesting an external cause, the clinical 
appearance of the dermatitis and the histologic picture with certain elements 
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suggesting lichen planus but with some degenerative changes (melanodermitis 
toxica lichenoides et bullosa of E. Hoffmann, or Riehl’s melanosis) combine to 
make me favor the diagnosis of poikiloderma of Civatte. 

Dr. SAMUEL FELDMAN: I can only emphasize Dr. Sulzberger’s view .regard- 
ing the external factor. The folds of the skin are entirely normal, while the 
exposed skin is pigmented and irritated; there are some lichenification and scalj- 
ness. To me it is apparent that the condition is a chronic dermatitis caused by 
some external irritant. As far as the pathologic picture is concerned, it does not 
correspond with that of lupus erythematosus. 

Dr. Paut Gross: The striated appearance of the eruption is due to the 
absence of changes in the small rather deep senile furrows of the skin. The 
absence of dermatitis in the deep furrows of the skin does not mean that 
the external irritant does not reach that part of the skin. Actually it points to the 
fact that sensitization may be responsible for melanodermitis, because one can see 
in this case local desensitization in folds cf skin, probably due to pressure or 
atrophy in these deep wrinkles. 

Dr. Davip Broom: I also have been impressed with the freedom of the folds 
from pigmentation which would indicate external irritation as the cause of the 
cutaneous change. I doubt whether the histologic changes seen in this case could 
be definitely differentiated from senile changes. 

Dr. HERMAN SHARLIT (by invitation): Certainly the clinical appearance is 
not that of lupus erythematosus. After examination of the sections, I am inclined 
to accept the opinion of Drs. Gross and Sulzberger. The condition is a toxic 
reaction with pigment formation, most likely due to an external irritant. 


Dr. SAMUEL M. Peck: Dr. Satenstein has repeatedly stressed the basophilic 
degeneration of collagen as a point in the histologic diagnosis of lupus erythema- 
tosus. I, too, have observed it in many instances. However, I have observed 
many cases of typical lupus erythematosus clinically and histologically in which 
the basophilic degeneration was lacking. Perhaps it is important when present, 
but it must not be taken as absolutely necessary for a diagnosis of lupus erythema- 
tosus. 

Dr. CHARLES WotF: I think that the condition belongs to the group of mela- 
nodermitis because Dr. Gross without having seen the slide described the correct 
histologic picture. There is a sharply defined infiltration in the upper part of the 
cutis, which resembles lichen planus. The presence of basophilic degeneration may 
be due to the age of the patient. 


Carotenoid Pigmentation of the Skin. Presented by Dr. Leo Sprecet. 


S. K., a woman aged 42, a domestic, born in Poland, has resided in this country 
for the past fifteen years. She came to the clinic of the Lenox Hill Hospital for 
an eruption of the eyelids, which was diagnosed as seborrheic eczema. 

During the examination it was noticed that the nasolabial folds, forearms, 
palms and soles presented a canary yellow discoloration. The scleras showed 
no pigmentation. There were no subjective symptoms. The Wassermann and 
the Kline precipitation test gave negative reactions. On further questioning it 
was elicited that for the past year she had suffered from colitis and had been on 
an exclusive vegetable diet. Carotene pigment, 0.65 mg. per hundred cubic centi- 
meters of blood serum, was found by the Palmer method. Van den Bergh’s direct 
test gave a negative result. 

DISCUSSION 

Dr. HERMAN SHARLIT (by invitation): It is unfortunate that yellow pigmenta- 
tion must be examined under a yellow light. I imagine it is there, because the 
presenter saw the patient in daylight. This condition is not clinically significant 
except that it colors the skin. The patients are never ill from it. 

Dr. Davip Broom: The dermatitis of the eyelids has apparently no connection 
with the pigmentation of the skin. 
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xr, Marton B. SULZBERGER: Why does one frequently see this form of yellow 
ntation so much more clearly on the palms than elsewhere? One would 
ct the pigment to show better in areas where the horny layer is less thick, 
ss the epidermis and keratin are themselves impregnated with carotene. 
Is the dermatitis on the eyelids in any way connected with a lipoid disturbance? 
s form of dermatitis of the eyelids is common and appears almost always in 
It is difficult to explain 
hy this dermatitis, which is so refractory to treatment and which usually has no 
ascertainable external or internal cause, occurs almost exclusively in women. 


Dr. WitBert SAcHs: This discoloration is found chiefly on the palms and 
soles, because the stratum lucidum is most pronounced in these areas. 

Dr. SAMUEL M. Peck: Rarely (in only 2 cases) have I had the luck to identify 
the etiologic factor in eczema of the eyelids. It is true that the majority of 
patients are women, In 1 case it was noticed that every time the patient ate raw 
onions eczema of the eyelid developed. Cutaneous tests, however, gave negative 
results. In the other case, orange peel was found to be the cause. It was found 
that when the patient ate oranges the eczema of the eyelids was precipitated. 

Dr. Henry Minsky (by invitation): I have observed a number of cases of 
dermatitis of the lids, mostly in women, but could not establish any relation to 
the use of “eyeshadow.” I could never trace the cause, but I have been able to 
help the condition considerably by a simple method of treatment: The skin was 
cleansed with an alkaline solution, rubbed rather vigorously with 0.5 to 2 per cent 
silver nitrate and cold compresses ordered—this in spite of the presence of the 
dermatitis. After drying, an ointment consisting of prepared calamine in a water- 
soluble base was applied. 

Dr. Paut Gross: The eruption on the upper eyelids develops rather quickly 
into slightly infiltrated circumscribed patches, eshowing lichenification, as far as 
that is possible on the fine skin of the eyelids. After one investigates the possi- 
bility of drug eruption or contact dermatitis, usually with negative results, and of 
seborrheic eczema, one is forced to the conclusion that the conditicn would fit 
well into the diagnosis of neurodermatitis circumscripta of the eyelids. 

Dr. Leo SpreceL: An interesting feature of carotenemia is that the pigmenta- 
tion does not penetrate the scleras. 


Vitiligo. Restoration of Pigment Function by Exposure to Ultraviolet 
Radiation. Presented by Dr. SAMuEL M. PEcK. 


L. M., a white woman aged 41, was first seen on Feb. 3, 1938, presenting typical 
vitiligo of the face and neck, which had been present since June 1937. 

The patient was given desquamating doses of ultraviolet radiation with the 
quartz mercury vapor glow lamp, not with any intention of curing the vitiligo, but 
to remove the brown normal skin and thus eliminate the evident contrast between 
the vitiliginous and the pigmented normal areas. After seven months of treat- 
ment it was noted that islands of pigment began to appear in the areas of vitiligo. 
Treatment was continued every five days from February to June 15, 1938. At that 
time the vitiliginous areas could not be seen, and subsequently when the patient 
exposed herself to sunlight, melanin formed in all the previously affected areas. 
Untreated areas on the body still show lack of pigment. 


DISCUSSION 


Dr. HERMAN SHARLIT (by invitation): I, too, produced cure in a case of 
vitiligo in the last few months. It is necessary to realize that some patients get 
well in spite of treatment. My patient recovered pigmentation in four areas, on 
the back of each hand and on each side of the neck. The pigmentation returned 
first about the mouths of the hair follicles. Eventually the spots coalesced and 
formed normal -areas. However, one area remained uninfluenced. I have the 
impression that the prognosis is better if the vitiligo appears on a hairy portion 
of the skin. 
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Dr. SAMUEL M. Peck: It will be noted from the history that the vitiliginoys 
areas which were not treated by the method described have remained unchanged. 
If the remission had been spontaneous it would be fair to assume that all the 
vitiliginous areas, whether treated or not, would have resumed their pigment func- 
tion. It is not unusual in cases of vitiligo treated with oil of bergamot and ultra- 
violet radiation to see a small area of pigmentation, almost like a freckle, develop 
around the opening of a hair follicle, without any influence on the rest of the 
vitiliginous patch. 

Dr. Marion B. SutzBercmr: I think it is an error to believe that vitiligo js 
incurable and that the prognosis is bad in all cases. I have seen areas of true 
vitiligo clear up under various forms of therapy and recover their pigmentation, 
the pigment usually first appearing as minute dots around the hair follicles. In 
addition to local therapy, I have seen response to thyroid medication in some cases, 
However, favorable results are obtained in only a small percentage of cases of 
vitiligo. 

Dr. WILBertT SACHS: In view of the therapeutic response, I suggest that the 
diagnosis be made leukoderma instead of vitiligo. 

Dr. SAMUEL FELDMAN: The point Dr. Sachs raises is well taken. If there 
is no oxidase, how can one get pigment? Some cases are called instances of 
vitiligo which really are not. It is impossible to foretell in which cases pigmenta- 
tion can be restored, regardless of whether the condition is called vitiligo or leuko- 
derma. I think it would be interesting to perform biopsies at various periods to 
study the dopa reactions for the presence of oxidase. The result of treatment 
would then have a scientific basis. 

Dr. SAMUEL M. Peck: The difference between vitiligo and leukoderma is that 
in leukoderma there is no need of special treatment to restore the pigment function 
of the basal cells, because it has never been lost. The suggestions of Dr. Feldman 
are interesting and have already been carried out. It has been found that in 
practically 100 per cent of cases of so-called vitiligo the areas of depigmentation 
developed without evidence of inflammatory processes preceding the loss of pig- 
ment. In vitiligo there is a real loss of pigment function, due to the disappearance 
of the pigmentary oxidase in the melanoblasts. The only way one can demonstrate 
this is by carrying out the dopa test. In cases of vitiligo the result is negative. 
If one shaves the hair from a gray rabbit one will find that the skin is absolutely 
white, and even histologic examination fails to reveal any pigment in the epidermis. 
However, if one exposes the area to ultraviolet rays, it will become pigmented. 
This shows that the pigment function is present but latent. In vitiligo the skin 
looks white because the oxidase is missing or cannot be activated. 


A Case for Diagnosis (Necrobiosis Lipoidica Diabeticorum?). Presented 
by Dr. CHarLes WOLF. 

M. K., a woman aged 53, mother of 10 children, was in good health until four 
years ago. At that time she began to suffer from diabetes and has since been 
receiving injections of protamine zinc insulin. An eruption appeared seven months 
ago. An isolated reddish patch about 3 cm. in diameter on the upper anterior 
aspect of the right leg was the first manifestation. Gradually other lesions of 
similar size developed. The lesions are doughy, tawny red and discrete and 
coalesce. 

Norge.—On subsequent examination of the blood and tissue the cholesterol 
content of the serum was 379 mg. per hundred cubic centimeters. Sections stained 
with sudan III gave a positive reaction for fat in the cutis. 


DISCUSSION 
Dr. Paut Gross: Careful examination of the lesions leaves no doubt that a 
necrobiotic process is present, but no lipoid deposits are visible to the naked eye. 
These facts would make the case particularly interesting if microscopic examina- 
tion would reveal lipoid deposits in the affected tissues; this possibility is by no 
means far fetched in this case. 





SOCIETY TRANSACTIONS 


Herpes Zoster Generalisatus. Presented by Dr. SaMuEL FELDMAN. 
F. J., a bricklayer aged 43, born in Sweden, states that he did not have the 


} 
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ual diseases of childhood. The present eruption began on Dec. 14, 1938, with a 
lesions on the right side, accompanied with severe pain in the back and deep 
in the abdomen. On the following day lesions appeared all over the body. 
The eruption consists of a number of vesicles, crusted and gangrenous lesions, 
confined to the region supplied by the upper lumbar nerves and limited to the right 
side. In addition there are numerous vesicles and papulovesicles scattered over the 
head, face, trunk and extremities. The vesicles contain a clear fluid, and some of 
them appear to be umbilicated. 

The patient received daily injections of solution of posterior pituitary U. S. P. 
for several days, after which the pain almost completely disappeared and the 


lesions healed. 


us 


Tew 


DISCUSSION 


Dr. Paut Gross: This case is of one type of herpes zoster generalisatus, 
namely, the one with extensive aberrant vesicles, which thus resembles greatly an 
eruption of varicella. Several years ago I observed an example of a different 
form of generalization in a man who two days after an attack of frontal herpes 
zoster had bilateral cervical adenitis, with a temperature of 102 F. This was 
followed by a symmetric eruption of advanced herpes zoster on both ears and the 
dorsa of both hands. 

Dr. SAMUEL M. Peck: Varicella-like eruptions have been recorded which 
apparently were acquired by close contact with generalized herpes zoster. 


Dr. Marion B. SULZBERGER: [I recently observed an interesting instance of 
typical chickenpox contracted from exposure to herpes zoster. About ten days 
after an elderly man was seen with typical herpes zoster, his married daughter 
who never had had varicella, showed typical manifestations. The grandson, who 
also never had had chickenpox, failed to contract the disease, in spite of the inti- 
mate exposure. 

Dr. Max Berxovsky: I recently had occasion to see generalized herpes zoster 
ina man aged 65. After treatment with sodium iodide the vesicular eruption dis- 
appeared before the zoster lesions. The pain, so often present in elderly people, 
remained uninfluenced. 

Dr. FRANK E. Cross: It is my impression that the isolated lesions seen in 
generalized herpes zoster are toxic expressions of the original herpes zoster, in 
the nature of an “id.” 

Dr. SAMUEL FELDMAN: The lesions of this patient resemble chickenpox. The 
occurrence of herpes zoster generalisatus with leukemia is known. This is exem- 
plified by a case of leukemia recently under my observation in Morrisiana Hospital, 
in which a generalized eruption was first diagnosed as leukemid but subse- 
quently identified as herpes zoster generalisatus. 


Lipstick Dermatitis Due to Induced Light Sensitivity. Presented by Dr. 
SAMUEL M. Peck. 


F. H., a white woman aged 21, was first seen at the clinic of the Mount Sinai 
Hospital on November 3, presenting typical sharply limited cheilitis, which sub- 
sided slowly after she refrained from the use of lipstick. The eruption appeared 
about a week after she began using a new lipstick (‘“kissproof’’). 

Patch tests with lipstick of various manufacturers (“kissproof,’ “almay” and 
“midan”) were made. After forty-eight hours two tests (with “kissproof”’ and 
“almay”) showed a barely perceptible eruption consisting of tiny papules. All the 
tested areas were then exposed to ultraviolet rays for five minutes at a distance of 
15 inches (38 cm.). After this there developed in the previously positive areas 
(where “kissproof” and “almay” lipstick had been applied) a marked positive reac- 
tion consisting of papules and vesicles. The third site was normal. It is of interest 
to note that the patient’s mother has lupus erythematosus tumidus with marked 
sensitivity to light. 
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DISCUSSION 


Dr. Marion B. SuLzBercer: Recenly Dr. Joseph Goodman and I reported 
our studies in 14 cases of cheilitis due to lipstick (ArcH. Dermat. & Sypu. 37: 
597 [April] 1938). All of our patients who reacted to eosin gave a definite pogj- 
tive reaction to a patch test without exposure to light. In none of our cases coyld 
we demonstrate any local photosensitization caused by application of the eosin dyes, 
However, what Dr. Peck suggests tonight is not an ordinary photosensitization 
but a hypersensitivity to photosensitization. This new concept was first described 
by Stefan Epstein in regard to allergy to photosensitization with sulfanilamide 
(J. Invest. Dermat., to be published). No one before Epstein had demonstrated an 
allergic difference in susceptibility to photosensitization on the part of different 
persons or that one skin is allergically more susceptible to photosensitization than 
another. I am not at all certain that Dr. Peck’s case represents such an allergy to 
photosensitization. I should like to ask Dr. Peck to reapply his eosin dyes or lip- 
stick in patch tests in this case and see if a reaction does not develop, not after 
forty-eight hours but after seventy-two hours, and without exposure to light 
Perhaps his case is just an instance of a somewhat long reaction time to th 
ordinary patch test, and the reactions present tonight might have appeared in 
seventy-two hours even without the intervening exposure to light. 


Dr. ARTHUR SAYER: I understand the “V” of the neck is the usual site for 
making lipstick tests on the skin. This patient was tested on the forearms, and 
therefore negative reactions at these sites may not be conclusive. 

Dr. SAMUEL Peck: The pach tests were made on the arms because it was 
desirable to determine whether a local or a generalized hypersensitivity exists, 
In a number of cases of dermatitis of the lips, patch tests on the arms had always 
given negative results. I must admit, however, that I did not test those patients 
for sensitivity to light. 

Dr. Marton B. SULZBERGER: Some paients are sensitive on the vermilion 
border of the lips and not on any other area. In these, neither skin nor oral 
mucosa shares the sensitivity, and no cutaneous tests are capable of demonstrating 
the sensitivity. “Lip tests” must be resorted to in these instances, and a great 
deal of time and patience is then required in order to identify offending ingredients. 


Dr. WILIAM LEIFER (by invitation): I made patch tests with lipstick on both 
forearms of a patient with lipstick cheilitis, and at the same time I exposed one 
forearm to ultraviolet rays. The patient gave a positive reaction on both forearms, 
equally strong. 

Dr. SamMuEL M. Peck: This case is of particular interest because the girl's 
mother has lupus erythematosus with marked sensitivity to light. Here is appar- 
ently an inherited tendency to the acquisition of light sensitivity. This is somewhat 
akin to atopic dermatitis, except that here, instead of a protein hypersensitivity, is 
a physical allergy. 


Recklinghausen’s Disease. Presented by Dr. SAMUEL FELDMAN. 


A. K., a white girl aged 12 years, was admitted to the Morrisania City Hospital 
for a cardiac condition. The mother states that the patient was born prematurely. 
At school she was classed as dull normal, with an intelligence quotient of 80, and 
is now in an ungraded class. The lesions on the skin were present at birth. The 
child is at present considerably underweight. 

There is moderate exophthalmos with wide spacing of the eyes. There are 
numerous pigmented flat lesions, distributed over the entire back, neck, chest, 
abdomen and buttocks and in lesser numbers over the knees, thighs, elbows and 
flexor surfaces of the arms. They are peculiarly absent from the exposed areas. 
The individual lesions are well defined round or oval dark brown spots, not raised 
above the surface of the skin and of the same texture. One patch on the back 
is light enough to be called a café-au-lait spot. The lesions vary in size from 
that of a pinhead to plaques nearly 1 inch (2.5 cm.) in diameter. 

Roentgenograms revealed osteoporosis at the ends of the long bones. At the 
distal extremity of the left tibia there was rarefaction of the bone, with a shadow 
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ndicated possible osteochondroma. The Wassermann reaction was nega- 
Examination of the blood and urine gave negative results. The electro- 
yram revealed an inverted T wave in the second and third leads. 


DISCUSSION 
Dr. Witpert SAcHsS: I think this patient has multiple intracutaneous epithelial 
nevi. The roentgenogram of the bone shows a multinucleated (giant) cell tumor. 
She may be suffering from hyperparathyroidism. 
Dr. SAMUEL M. Peck: She apparently has multiple pigmented nevi. 


Dr. ARTHUR SAYER: I should like to support the diagnosis of multiple pig- 
mented nevi and not Recklinghausen’s disease. It seems to me that the pigmented 
lesions are too numerous for the forme fruste of Recklinghausen’s disease. A 
feature which is much against the diagnosis of Recklinghausen’s disease is the 
intense pigmentation of most of the lesions. This patient shows so many uniformly 
dark brown lesions that I believe they closely resemble multiple pigmented 
scattered nevi. A biopsy should decide the diagnosis. The pigmented lesions of 
Recklinghausen’s disease show only pigment in the cells, while nevi would show 
nevus cells. 

Dr. SAMUEL FELDMAN: I do not agree that the formes frustes of Reckling- 
hausen’s disease must necessarily show sparseness of lesions. The patient may 
have lesions all over the body and yet have this type of disease. Nevi are part 
and parcel of Recklinghausen’s disease. There are numerous small lesions as light 
as most café-au-lait spots, which may vary in size. In addition, the patient pre- 
sents a definite shadow of a growth in the lower part of the tibia. This together 
with the lowered mentality completes the picture of Recklinghausen’s disease. 


Fixed Arsphenamine Eruption. Presented by Dr. SAMUEL FELDMAN. 


L. S., a Negress aged 37, a housewife, was admitted to the Morrisania City 
Hospital for hypertension in June 1937. The Wassermann reaction was positive at 
that time. She was referred to the syphilis clinic, where she was treated with 
arsphenamine and a bismuth preparation. In September 1937 there developed on 
the thighs and buttocks about ten lesions, which were round and dark brown or 
gray brown, with sharp margins, and ranged in size from that of a dime to that 
of a 25 cent piece. There was a considerable amount of itching, which lasted only 
a few weeks. 

The itching abated, but the lesions, which showed slight scaliness, remained, 
presenting the same size, shape and color until Noy. 1, 1938. During the few 
weeks preceding that date the patient had been treated with a bismuth preparation 
only; on that day, however, 0.45 Gm. of neoarsphenamine was given. After the 
treatment there were a flare-up of the old lesions and a reappearance of the red- 
ness, scaling and itching. The lesions became larger, and on the anterior surface 
of the thighs they fused to form large patches. New lesions appeared on other 
parts of the body. On the face, about the eyelids and in the region of the elbows 
there was considerable edema. 
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Diffuse Aortitis of the Arch. Large Aneurysm of the Thoracoabdominal 
Aorta. Presented by Dr. Louis CHArGIN. 
L. J., a Negro aged 37, a patient of Dr. Morris Slobodkin, Brooklyn, was 
admitted to the central clinic of the department of health in 1936. He complained 
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of vague abdominal pain and of pain in the midback, radiating to the sides. Routine 
physical examination disclosed no abnormality except a positive Wassermany 
reaction. A diagnosis of asymptomatic syphilis was made. A special cardiac 
examination shortly after admission revealed a short systolic murmur along the 
left sternal border. The blood pressure was 140 systolic and 100 diastolic. There 
was some tenderness in the right lumbar region over the eleventh and the 
twelfth rib. 

The patient received two injections of a bismuth preparation and two of 
arsphenamine without any reaction and then disappeared from observation for 
almost two years. On his return, in August 1938, he complained of pain in the 
midback radiating to both sides, “tiredness around the waist line,” lack of “pep,” 
a “clicking” sensation beneath the sternum on drinking and difficulty in swallowing 
ordinary-sized mouthfuls of solid food. He stated that he could not eat or drink 
fast. He presented no cardiac symptoms, such as anginal pain, dyspnea on exer- 
tion, paroxysmal dyspnea or signs of myocardial weakness. 

Reexamination showed tenderness of the twelfth thoracic vertebra, with 
bilateral paraspinal muscle spasm. ‘The spine was held rigid. Neurologic exam- 
ination revealed no abnormality except hyperesthesia and hyperalgesia at the level 
of the tender vertebra. The heart was apparently of normal size and showed a 
rapid rate, with a normal sinus rhythm. There were a short systolic blow at 
the apex and in the aortic area and a low diastolic murmur along the left border 
of the sternum. The latter finding, although later shown to be a cardiorespiratory 
murmur heard only during inspiration, was responsible for the focusing of interest 
on the heart. The pulse was not of the collapsing type, and there were none of 
the pulsatory phenomena of aortic regurgitation. 

Fluoroscopic examination revealed a diffuse dilatation of the entire arch of 
the aorta with fusiform dilatation of the upper portion of the descending aorta. 
Immediately below there was a marked fusiform expansion of the lower part of 
the thoracic and the upper part of the abdominal aorta. The heart was enlarged 
in the transverse diameter and displaced anteriorly by the lower aortic aneurysm. 


Roentgenograms confirmed the fluoroscopic findings and revealed concave erosions 
of the anterior margins of the bodies of the lower thoracic and upper lumbar 
vertebrae. 


DISCUSSION 


Dr. ArtHUR M. Master (by invitation): This case is well worth discussing. 
The roentgenogram shows that the ascending aorta was not involved, while in 
the arch and descending aorta there were decided pathologic changes. The cardiac 
shadow appears wide, but the heart probably is not enlarged, for in syphilis the 
heart does not become enlarged unless there is aortic insufficiency or direct 
involvement of that organ, neither of which is present in this case. The patient is 
37 years of age, rather young for aortic aneurysm, which is usually observed 
between 40 and 50. He is a Negro, and, of course, it is well known that this 
disease is common in Negroes and more frequently observed in men than in women 

An important point is that aneurysm in its early stages often causes no symp- 
toms and if one waits for symptoms one will miss a good many aneurysms. With 
respect to electrocardiographic study, in cases of aortic aneurysm little change is 
observed. Syphilitic myocarditis shows real changes. 

The impression that ten to fifteen years must elapse before the appearance of 
the aneurysm is, I believe, common. The disease occurs much earlier, as early 
as five years after infection. With respect to hypertension, it was thought that 
syphilis is a cause of hypertension, but this is not so. There may be associated 
hypertension, but this is an occurrence of old age. It should be stated that the 
severest type of arteriosclerosis is the syphilitic type. The heart should be 
examined early and repeatedly to discover abnormalities early; when one waits 
for symptoms, it is too late to accomplish much with therapy. 

In the presence of typical mitral stenosis, rheumatic heart disease must be 
diagnosed. With aortic insufficiency an accompanying systolic murmur in the 
mitral area, a Flint murmur, is often heard. This fact adds to the difficulty of 
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rentiating rheumatic and syphilitic heart disease. Patients suffering from 

ined rheumatic and syphilitic heart disease often fare badly. 

Regarding treatment, it is agreed that the aim should be prevention, by adequate 

treatment of the syphilis. Once the diagnosis of cardiovascular syphilis is 
ide, treatment should be carried out with arsenical and bismuth preparations 
for two or three years. In the presence of heart failure arsenicals should be 
avoided and reliance placed on the heavy metals. The question whether cardio- 
vascular syphilis develops in spite of treatment can be better answered when 
there is better cooperation between clinics for syphilis and for cardiac disease. 
I am sure that aortic aneurysm develops when treatment is neglected. Also, 
there is evidence to show that the patients who are under treatment, even when 
they have advanced syphilis, do better. 

Dr. Irvinc D,. EHRENFELD (by invitation): Many physicians seem to fear 
employment of iodides in the treatment of aneurysm. I should like to hear Dr. 
Master’s opinion. 

Dr. ArtHUR M. MASTER (by invitation): I have never been impressed with 
the efficacy of the iodides in the treatment of aneurysm. However, I do not 
believe that they are contraindicated. In the cases of syphilis that come under 
my care as a rule there is already advanced heart failure, and in them heavy 
metals seem to be of great benefit. A patient with heart failure should be put 
to bed first, regardless of whether he has syphilis. 

Dr. IstporE M. Lasutnsky: A patient under my care who has extreme 
hypertension (blood pressure, 260 systolic and 110 diastolic) seems to be tolerating 
0.2 or 0.3 Gm. of neoarsphenamine well. I wonder, however, whether such 
extreme hypertension is generally a contraindication to the use of the arsenicals. 


Dr. ArtHUR M. Master (by invitation): I do not think that even a blood 
pressure of 280 systolic and 180 diastolic of itself is a contraindication to the 
idministration of arsenicals. 


Dr. THEODORE ROSENTHAL: The amazing thing about this patient is that he 
attended a syphilologic clinic and received routine antisyphilitic therapy and had 
no symptoms of this grave organic disease. Of the patients with syphilis who 
pass through clinics, how many are subjected to careful physical examinations, 
including roentgen and fluoroscopic study, not only on admission but at subse- 
quent intervals? Early recognition and proper treatment would prevent a tre- 
mendous number of persons becoming cardiovascular cripples due to syphilis. 

Dr. FranK E, Cross: It is a well known fact that many patients with 
advanced aneurysm do not present subjective symptoms. Most aneurysms occur 
in the late stages of syphilis. Therefore, all patients with tertiary syphilis 
should have complete examinaticns as a routine. Also readings of blood pressure 
on both arms should be the rule. This might give a lead to the detection of a 
possible aneurysm. It is a fact that routine electrocardiograms of syphilitic 
patients usually are normal. 

Dr. ARTHUR SAYER: [I believe that the importance of cardiovascular compli- 
cations in syphilis is being emphasized too strongly. It is well to point out that 
in many cases in which early cardiovascular lesions develop aneurysm follows in 
spite of persistent treatment. Moreover, I feel that the incidence of cardiovascular 
syphilis will not be reduced even with the early aid of clinics for cardiac disease. 
Cerebrospinal syphilis is just as frequent a complication as cardiovascular syphilis, 
and therefore patients should be referred to the neurologic department as well. 
In fact, all the divisions of the hospital may properly demand the control of the 
syphilitic patient, who is potentially subject to cardiovascular syphilis, cerebro- 
spinal syphilis and syphilitic ocular, osseous and articular involvement. Yet, I 
feel that the syphilologist can adequately treat all manifestations of syphilis. It 
is worth remembering that a general knowledge of medicine is the background of 
his specialty. 

Dr. Maurice UMANSKy: Patients with early syphilis have been treated with 
arsenicals and heavy metals for the past twenty-five years. Still the number of 
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patients who suffer in later life from cardiovascular syphilis does not seem to 
have decreased. What is the reason for this? It is possible that patients with 
aortic lesions are recruited mainly from the great number who neglected to 
undergo treatment in the early stages of syphilis wilfully or because they were 
unaware of their infection. Patients with cardiovascular lesions may have been 
the ones who received insufficient and irregular treatment in the first months aiter 
their infection. Some authors are inclined to ascribe failure to prevent aortic 
involvement to the inherent shortcomings of the intermittent method of treatment. 
which was used in many cases. Others express the opinion that the continuous 
method of early treatment promises more satisfactory results in regard to protec- 
tion from cardiovascular ailments later in life. There is no way of checking this 
optimistic view at present. A few more years will have to pass before it will be 
possible to clear up this problem. 

Dr. CLinton H. Martin: Some patients with aortic aneurysm complain of 
substernal pain, which seems to be relieved by small doses of arsenicals. The 
question is whether the pain is relieved by the action of the arsenicals on the 
blood vessel or via the nervous system. 

With regard to the statement that cardiovascular syphilis is not as common 
as cerebrospinal syphilis, I think that every patient who has syphilis has cardio- 
vascular syphilis. How far the cardiovascular involvement has progressed there 
is no way to determine. I think that this type of discussion cannot but help to 
stimulate greater interest in cardiovascular syphilis and thus perhaps serve to 
improve diagnostic and therapeutic measures. 

Dr. SAMUEL M. Peck: Many years ago Warthin stressed the fact that spiro- 
chetes could be demonstrated in many tissues of the body, especially the aorta, 
even in the earliest stages of syphilis. 

Dr. Morris SLosopkKin, Brooklyn (by invitation): The prognosis for the 
patient presented is poor, in spite of his apparent well-being. The best that can 
be hoped for is arrest of the process. However, it should be pointed out that 
in the majority of cases the condition terminates in rupture of the aneurysm. 
Another possibility is that further erosion of the vertebrae and pressure on the 
spinal cord will cause transverse myelitis, resulting in paralysis of both lower 
extremities with sensory, sphincteric and trophic disturbances. 

Dr. Louis CHARGIN: With respect to therapy of cardiovascular syphilis, the 
indications and contraindications are fairly clear. If treatment were instituted 
soon after the infection and pursued consistently, one could prevent most of the 
cardiovascular syphilis. Assuming that the cardiovascular system is already 
affected, what is the procedure? Such lesions represent an involvement of the 
vascular wall which may eventuate in aneurysm. Early, by therapy, it is possible 
to prevent such a development. Therefore, it must be emphasized that repeated 
examinations, including fluoroscopic and roentgen study, should be made early— 
as early as possible. This, of course, should be done preferably by properly 
trained physicians. It is well established that the treatment of cardiovascular 
syphilis should not be initiated with arsphenamine but always with a bismuth 
preparation or mercury, preferably the former. Once a full course of bismuth 
therapy has been given, it is safe to continue therapy with the arsenicals. Sta- 
tistics indicate that best results are obtained from treating cardiovascular syphilis 
in this fashion. Not only the patient’s life is prolonged, but morbidity is reduced. 

In the event of cardiac failure in a syphilitic patient, antisyphilitic treatment 
becomes of secondary importance, and treatment for heart failure is paramount. 
Personally, I see no contraindication to the iodides, used later. 


A Case for Diagnosis (Benign Pemphigus Vulgaris). Presented by Dr. 

SAMUEL FELDMAN. 

K. M., a barber aged 50, born in Rumania, states that in August 1937 blebs 
developed on the upper part of the chest, neck and face. Some lesions healed, 
and new ones appeared. There was occasional slight itching. There were no 
signs of weakness, loss of appetite or loss of weight. 
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imerous lesions are seen on the anterior part of the chest, the face and the 
Most lesions appear to be dried-up bullae, except that the dried covering 
lesion is firm and resembles an oyster shell. On the neck there is a large 
led area which shows no tendency to heal. On the back are a few scars 
ving healed lesions. There is no pigmentation. The mucous membranes of 
mouth are free of lesions. 
<amination of the blood and urine gave negative results. The Wassermann 
tion was negative. The phytopharmacologic test gave a phytotoxic index 
The potassium iodide test gave a negative reaction. 


DISCUSSION 
Dr. Davin Broom: The eruption appears to me to be the Senear-Usher type 

of lupus erythematosus. 
Dr. Louis CHaARGIN: I believe this patient shows evidence of psoriasis on 
the elbows. I also feel that he presents the lesions of pemphigus of the Senear- 
Usher type. But I think it is a mistake to call the condition bullous psoriasis. 


Dr. ADOLPH ROSTENBERG: The picture corresponds well with the Senear- 
Usher type of pemphigus. Such a condition bears a resemblance to seborrheic 
eczema or psoriasis. 

Dr. SAMUEL M. Peck: When I first saw this patient, a few weeks ago, 
bullae were present at the sites of the crusted lesions. At that time there was 
nothing to suggest the Senear-Usher syndrome. I am still not clear as to whether 
the Senear-Usher syndrome is really a form of benign pemphigus. I must say, 
however, that I have seen typical pemphigus run a rather severe course and in 
time appear to quiet considerably, the only remaining manifestation being what 
is known as the Senear-Usher syndrome. 

Dr. Paut Gross: It seems to me that the diagnosis of Senear-Usher syndrome 
is appropriate in this case, providing the conception of the condition as described 
by Senear and Usher is as follows: The eruption is primarily bullous, with a 
predilection for seborrheic areas of the face and trunk. In the course of evolution 
lesions develop which resemble lupus erythematosus of the face and psoriasis or 
seborrheic eczema of either the face or the body. This pleomorphism and the 
presence of large crusted persistent lesions seem characteristic of the disease. 


Dr. CHARLES A. GREENHOUSE: This man presents lesions resembling lupus 
erythematosus of the face and seborrheic eczema of the scalp, accompanied with 
bullous lesions. To this combination the name Senear-Usher syndrome has been 
given. In my opinion it is as much a form of pemphigus as any of the known 
varieties described. With regard to the phytopharmacologic examination of the 
blood, the most recent work shows that it is not sufficiently specific to aid in 
differential diagnosis. 

The prognosis for this type of bullous eruption is probably much better than 
for other forms, the condition lasting about three years, with eventual recovery. 
All that one can say at present is that the dermatosis combines the features of 
lupus erythematosus and pemphigus. 


Dr. Henry SItver: The discussion illustrates the existing confusion with 
regard to the Senear-Usher syndrome. Originally conceived as a form of pem- 
phigus, cases were soon added in which features of lupus erythematosus, especially 
of the disseminated variety with bullous lesions, were present, thus confusing the 
original conception. An attempt should be made to limit the syndrome to a 
form of benign pemphigus and strictly to exclude lupus erythematosus with bullous 
lesions. Bullous lupus erythematosus, with its clinical features, course and patho- 
logic changes, is well recognized and is certainly not related to pemphigus, although 
a clinical resemblance is at times observed. To group lupus erythematosus and 
pemphigus on purely morphologic grounds indicates a fundamental misconception. 


_ Dr. Davip Bioom: I have presented before this society and before the Section 
of Dermatology and Syphilis of the New York Academy of Medicine a case of 
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bullous lupus erythematosus with atrophy of the face and alopecia of the scalp. 
Although there was no doubt as to the diagnosis of lupus erythematosus, the 
patient showed a typical picture of the Senear-Usher type of eruption when seen 
first, several years before. I am therefore convinced that the name Senear-Usher 
type of lupus erythematosus is justified. 

Dr. SAMUEL FELDMAN: To me this condition is pemphigus and not lupus 
erythematosus. The patient presents lesions of pemphigus with a positive phyto- 
toxic index and a positive Nikolsky sign. Another patient, in whom the lesions 
are not so localized but who had a positive reaction to the Pels-Macht test and 
a positive Nikolsky sign, is alive today, after ten years. I think the lesions are 
beginning to spread all over the body, and the supposition that the condition js 
anything but clearcut pemphigus will be dropped. Whether the disease will run 
a benign, long-drawn-out course I do not know. 


Follicular Type of Seborrheic Eczema, Probably Due to Vitamin Def- 
ciency. Presented by Dr. Paut Gross. 


M. L., a man aged 41, born in Syria, has had an eruption on the body for the 
past three years. It began in the armpits and gradually spread to the trunk and 
face. There was moderate itching. The patient had arthritis several years ag; 
and received injections of milk. He has been indulging in alcohol for a number 
of years and has been unable to abstain. He complains of severe pains in th: 
arms and legs and of anorexia. 

When first seen at the Hospital for Joint Diseases, on April 15, 1938, he pre- 
sented a widespread eruption of numerous plaques, which consisted of pinkish 
follicular papules the size of a pinhead with a keratotic top. The patches, result- 
ing from confluence of papules, showed diffuse scaling. There were also discrete 
follicular papules interspersed in and around these patches. Some plaques were 
clearing in the center, leaving mild pigmentation. 

In addition, there were circumscribed red scaly psoriasiform lesions in both 
axillas, on the neck and trunk and in the right inguinal region. There were 
diffuse red lesions on the cheeks (previously there had been an eruption in the 
nasolabial folds). The scalp showed moderate dry seborrhea. The tongue was 
heavily coated. Local therapy with mild ointments containing sulfur failed to 
benefit the patient. The eruption showed little change when the patient was again 
examined, in October 1938. The ulnar nerves seemed thickened. 

Since Oct. 18, 1938, the patient has been receiving injections of liver extract 
and thiamin chloride twice a week, without any form of local treatment. The 
eruption as well as the general condition has improved substantially. 

Examination of nasal smears for Hansen’s bacilli gave negative results. The 
Kahn and the Wassermann reaction were negative. The tuberculin test with a 
dilution of 1:10,000 gave a positive reaction, and with dilutions of from 
1: 100,000 to 1: 1,000,000, negative reactions. 

The histologic examination showed slight hyperkeratosis, a rather thin epi- 
dermis and little tendency to acanthosis. There were subpapillary fibrosis and 
perivascular infiltration of small round cells resembling lymphocytes, a few poly- 
morphonuclear leukocytes and an occasional eosinophil. The inflammation was 
limited to the upper portion of the corium. The histologic diagnosis was of a 
lichenoid type of chronic inflammation of the skin. There was no evidence of 
granuloma formation. 

Gastric analysis revealed: before the administration of histamine, total acid 
7 per cent, free acid none, combined acid 7 per cent and free hydrochloric acid 
none; afterward, total acid 23 per cent, free acid 11 per cent, combined acid 12 
per cent and free hydrochloric acid none. 

No Boas-Oppler bacilli were seen in the smear. 

Ophthalmologic examination disclosed conjunctivitis and presbyopia. The patient 
was not tested for night blindness. 

The blood count showed 14.2 per cent hemoglobin, 4,640,000 red cells and 
7,800 white cells. The differential count showed 50 per cent segmented neutro- 
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phils, 47 per cent lymphocytes, 2 per cent nonsegmented neutrophils and 1 per 

cent eosinophils. The urine was normal. 

A Case for Diagnosis (Hypovitaminosis A? Dermatitis Eczematosa?). 
Presented by Dr. Marion B. SULZBERGER. 


Miss E. B., aged 30, began to have interdigital scaling on the feet seven years 
ago; one and one-half years ago an eruption appeared on both hands; since then 
the soles and arches have become involved. She was treated with ointments and 
fourteen doses of roentgen rays to the right hand. 

On the right thenar eminence and on the volar aspect of the thumb there is 
a dry scaly ill-defined slightly erythematous eruption. Similar but smaller patches 
are present on several other areas on both hands. On the right and left sole are 
irregularly shaped ill-defined patches the size of a 25 cent piece with a tendency 
to fissuring. A follicular keratosis with slight erythema surrounds most follicles 
on the flexor and extensor surfaces of the thighs, legs, buttocks and arms; there 
is also slight scaliness of the nasolabial junction and the nose. 

An ointment containing alpha carotene in oil was used on some areas of the 
left side of the body and an ointment containing percomorph liver oil on some 
areas of the right side of the body, without any apparent benefit, for sixteen days. 
On November 21 six halibut liver oil capsules daily were prescribed. After one 
week of treatment there is moderate improvement of the follicular keratosis. 


Hypovitaminosis A. Presented by Dr. Marion B. SULZBERGER. 


Miss I. M., aged 15, was first seen at the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital, with an eruption of nine years’ 
duration. The patient had been on relief for nine years and during that time had 
been on a restricted diet. There was no night blindness and no impairment of 
general health. 

The patient presents marked follicular and some interfollicular hyperkeratosis. 
On the abdomen, the back and other parts of the body the skin is dry and scaly, 
with adherent masses of cornified dirty gray material. The legs, particularly the 
extensor surfaces, are covered with adherent lamellar scales. The entire picture 
bears a striking resemblance to mild ichthyosis. This patient always seemed to 
be in a splendid state of general nutrition and was indeed too plump rather than 
too thin. 

Treatment was instituted in April 1938. The patient received daily for one 
month two carotene capsules containing 4,000 U. S. P. units of vitamin A each. 
No improvement was noticed. During May no therapy was administered. She 
was then given two halibut liver oil capsules containing at least 10,000 units of 
vitamin A and 170 units of vitamin D daily. A total of two hundred capsules 
were taken. There was great improvement two weeks after the institution of 
treatment with the halibut liver oil capsules; this continued but became somewhat 
less perceptible. At the end of three months the improvement was about 90 per 
cent. 

DISCUSSION 


Dr. SAMUEL M. Peck: I know of only one clinical pathologic test for vitamin 
deficiency, and that is for vitamin C deficiency. It is not usual for patients who 
are on a full diet to have a partial vitamin deficiency. It is stated that in order 
to obtain sufficient ascorbic acid in twenty-four hours about 150 to 200 mg. should 
be absorbed from the food, because it is possible and in fact has been shown that 
in spite of sufficient vitamin content in food, a vitamin deficiency can appear 
because of the lack of proper absorption through the gastrointestinal tract. I have 
had occasion to study a patient apparently suffering from scurvy who consumed 
adequate amounts of orange juice and other fresh vegetables. His symptoms 
could only be ameliorated by administering rather large doses of vitamin C intra- 
venously. It is unfair to conclude that because a certain pathologic state responds 
to large doses of vitamin A or vitamin D one is necessarily dealing with a corre- 
sponding vitamin deficiency. Various types of bleeding apparently respond in 
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some instances to large doses of vitamin D. Similarly hyperkeratosis often yields 
to large doses of vitamin A, and certainly one does not ordinarily think of jt as 
a manifestation of vitamin A deficiency. 

Dr. Paut Gross: One of Dr. Sulzberger’s patients had lesions of an erythe- 
matous squamous type suggestive of psoriasis on the palms and soles, in addition 
to long-standing lichen pilaris, frequently found with hypothyroidism and ovarian 
disturbance. Knowing the effect of vitamin A in experiments on animal epithe- 
lium, one should not wonder that certain follicular dermatoses and other cutaneous 
conditions show improvement with vitamin A therapy. 

I want to call attention to the good results obtained in senile vaginitis with 
vitamin A, equaling those obtained with estrogen. Also one may remember the 
reports of the beneficial effect of vitamins D and A on psoriasis and acne vulgaris, 

I should hesitate to call these conditions examples of vitamin deficiency and 
should rather consider a pharmacodynamic action of large doses of vitamins A 
and D. As far as my own cases are concerned, I believe that there is ample 
justification for speaking of vitamin deficiency. It is known that alcoholism and 
gastric anacidity interfere greatly with the utilization of vitamins. I have studied 
deficiency of the vitamin B complex for several years and have been able to 
collect a limited series of clearcut examples. 

Dr. R. L. BAER (by invitation): In these types of cutaneous disease admin- 
istration of vitamin A may be tried. Other dermatologic conditions in which 
administration of vitamin A results in rapid improvement are: brittleness of the 
finger nails, keratosis pilaris and dryness and scaling with lesions resembling 
seborrheic eczema. 

It has been stated that a diagnosis of hypovitaminosis should not be made 
unless there is a positive history of dietary insufficiency. I think it has been proved 
that this is not necessary. For example, keratosis has been cured by administra- 
tion of vitamin A when neither a pathologic biophotometric reading nor a mani- 
festly deficient diet has been present. Moreover, with deficiency of other vitamins, 
analogous findings are present. Thus one sees patients with “subclinical” scurvy 
in whom the capillary fragility test gives positive results but whose diet contains 
normal amounts of vitamin C. Administration of additional vitamin C then often 
brings the capillary fragility to a normal level. It is possible that such persons 
may not be able to utilize certain vitamins that they get in foods. There may be 
some mechanism that prevents the use of vitamin A in the food or prevents its 
action or effects on the skin. I agree with Dr. Peck that one cannot say that 
therapeutic response definitely proves the cause, but Dr. Sulzberger and I think 
that a therapeutic attempt in cases of this type is certainly warranted. 

Dr. Paut Gross: Many factors besides alcoholism produce deficiency dis- 
eases, as O’Leary and others have pointed out in reference to pellagra. 


A Case for Diagnosis (Palmar Eruption Due to Endocrine Disturbance 
During Pregnancy?). Presented by Dr. SAMUEL FELDMAN, 


M. C., a housewife aged 32, in her ninth month of pregnancy, states that seven 
months ago she noticed an eruption of red blotches on the palms, which have 
persisted to date. Both thenar eminences and the area from the wrist to the 
base of the fourth and fifth fingers are slightly hyperemic. These areas are 
studded with vermilion-colored spots, which are not elevated above the surface 
of the skin. The macules are about 2 mm. in diameter; the size and color have 
not changed since their appearance. The patient, however, states that the color 
is somewhat more pronounced during fatigue. There is no sensation in the lesions, 
and pain and itching are absent. 

The patient is now pregnant for the fourth time. Her first pregnancy was 
normal, and there was no cutaneous eruption associated with it. The second and 
third pregnancies terminated in miscarriage in the eighth month. Both these 
pregnancies were accompanied with cutaneous lesions in the identical location and 
of identical appearance with the present one. 
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he blood pressure is within normal limits. The urine showed a slight trace 
bumin and a normal sugar content. The Wassermann reaction was negative. 
examination of the blood revealed secondary anemia, with 52 per cent hemo- 
n and less than 3,000,000 red cells. Intradermal tests with estrogenic and 
tary substances gave negative reactions. 


DISCUSSION 
’x. Davip Bioom: I have seen this type of persistent spotty erythema on 
thenar and hypothenar areas of both hands in a few cases of eczema. I have 
at present under my care a patient with senile eczema who has had such an erup- 
1 for years. This eruption may be due to changes in the superficial blood 
ls of the skin caused by the presence of toxins combined with mechanical 


Dr. Paut Gross: This peculiar purplish erythema apparently is the result 
of a vascular disturbance associated with some inflammatory process. Histologic 
-tudies would be desirable in these cases of what seems to be a clinical entity. 
I recall observing 2 cases, 1 that of a child aged 7 years and 1 of a woman in 
whom the eruption developed during pregnancy and was still present shortly 
after delivery. 

Dr. ADOLPH ROSTENBERG: I doubt whether the eruption in the patient pre- 
sented is a toxic manifestation due to pregnancy. I have seen such erythemas 
associated with hyperhidrosis. 

Dr. Davin L. SATENSTEIN: If this eruption is due to factors associated with 
pregnancy, possibly some hormone, I should like to know whether similar proc- 
esses ever develop in nonpregnant patients receiving endocrine therapy. 

Dr. SAMUEL FELDMAN: The eruption appeared during the second month of 
pregnancy and has not changed to date. Hyperhidrosis can be ruled out. This 
case may represent a group of so far unidentified eruptions occurring during 
pregnancy and probably due to hormonal disturbance. 


Generalized Scleroderma. Presented by Dr. ArTHUR SAYER. 


M. H., a single white man aged 52, born in Germany, has resided in the 
United States for the past six months. He came to the outpatient department 
of the Mount Sinai Hospital on Oct. 18, 1938, because of hardening and thicken- 
ing of the skin, which he claimed had begun two months previously. 

The hands, forearms, chest and feet are mainly involved. The condition is 
less prominent on the face and abdomen. The hands and feet show a definite 
cyanotic color; the face and chest have a glossy and somewhat waxy appearance. 
The skin in these areas feels harder than usual. There is no pitting on pressure 
in these parts. The patient complains of moderate stiffness of the fingers and 
of coldness of the extremities. 

The basal metabolic rate is +11 per cent. Urinalysis gave negative results. 
The Wassermann reaction was negative. Examination of the blood showed 10 
mg. of urea nitrogen, 360 mg. of cholesterol and 9.5 mg. of calcium per hundred 
cubic centimeters. The icteric index was 5. Roentgenograms of the extremities 
showed no underlying atrophy of the phalanges. 


DISCUSSION 

Dr. Davin L. SATENSTEIN: I am not convinced that this patient has sclero- 
derma. The possibility that the muscular system is involved suggests itself, and 
therefore the diagnosis of dermatomyositis must be considered. Supporting this 
view are the marked loss of weight (40 pounds [18.1 Kg.]) and the reduced 
muscular power. The course of the disease and the microscopic observations will 
help to establish the diagnosis. 

Dr. SAMUEL M. Peck: On clinical grounds I should certainly make a diag- 
nosis of scleroderma. 
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Dr. Witsert Sacus: I do not think that the patient has either of the diseases 
mentioned. The loss of abdominal reflexes, scanning speech, atrophy of the left 
arm and loss of power in both hands suggest a neurologic process and not a 
dermatologic one. A neurologist should be consulted. 


Dr. Davin Bioom: This patient presents the generalized diffuse form of 
scleroderma of adults. This type is rare, this case being the third which I have 
observed. The prognosis in many cases is good, involution taking place in about 
a year. This form of scleroderma involves the face, trunk, arms and hands in a 
relatively short time and extends down to the lower parts of the body. It is to 
be differentiated, at least clinically, from the so-called progressive symmetric type, 
in which vasomotor disturbances are a feature and the fingers, toes, nose, ears 
and face are particularly affected. 


Dr. Paut Gross: I agree with Dr. Bloom that the condition is scleroderma. 
Cases of sudden onset and rapid development are known. Besides the typical 
hidebound condition of the face and other parts of the body there is the diffuse 
infiltration of the upper part of the chest with hyperpigmentation and small white 
areas of scleroderma. 


Dr. Cartes WotF: To me the etiologic factor in this case is more impor- 
tant than the clinical aspect. Perhaps a clue as to what is causing the process 
is the fact that the patient has been handling silks in Germany and in this country. 
The process may be a toxicoderma due to arsenic or a combination of heavy 
metals. The prognosis is good. 


Dr. Davip L. SATENSTEIN: In the work reported in the British Journal of 
Dermatology and Syphilis on arsenic poisoning in beer drinkers owing to the 
beer’s passing through metal pipes, I do not recall a description that fits the 
clinical aspect of the patient presented. 


Dr. Paut Gross: I agree that one should search for etiologic factors in this 
case, as arsenic could be the cause of the vegetative disturbance which led to the 
development of scleroderma. Yet I should hesitate to speak of toxicoderma in 
this connection. Cases of scleroderma caused by retention of arsenic have been 
reported, with improvement under treatment with sodium thiosulfate. 


Dr. Louis CHarcin: I should like to join those who consider scleroderma 
in this case. The patient shows infiltration of the face and two large patches on 
the shoulder which are fairly typical of scleroderma. Arsenic or lead may be 
the etiologic factor. There is no reason why scleroderma may not develop in two 
or three months. 

Dr. ARTHUR SAYER: The characteristic feel of the skin is to my mind one 
of the major points that warrants the diagnosis of scleroderma. The muscular 
weakness of the hands can be readily explained. The fingers are so stiff that the 
patient is unable to grip firmly. With respect to the arsenic in the silks as an 
etiologic factor, this patient has been handling silks for over forty years. I do 
not believe that the silks he handled in Germany were different from those he is 
handling here. Another point about silks is that tin is frequently used to impreg- 
nate the silk fibers to give them more weight. Arsenic in silks is used only in 
the dyes. 


Lichen Sclerosus et Atrophicus. Presented by Dr. Maurice UMANSKY. 


A. A., a housewife aged 54, presents an eruption of two years’ duration in the 
folds under the breasts and in the adjacent regions of the upper part of the 
abdomen. Patches of irregular shape are present. They possess a hyperkeratotic 
rough surface and show a grayish brown or dirty slate discoloration. At the 
periphery of the patches are discrete and grouped lesions. The individual papules 
are slightly raised above the level of the skin and vary in size from that of a 
pinhead to that of a millet. Some are slightly depressed and whitish in the center 
and have a pale reddish border. The papules are occasionally grouped in a line. 
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On the lower parts of the breasts white discrete atrophic spots are seen. They 


pos ss central follicular punctiform depressions. No comedos or follicular horny 
lugs are visible. 

" The histologic examination, reported by Dr. D. L. Satenstein, showed that the 
process was predominantly in the upper part of the cutis, in which the subepidermal 
collagen fibers were somewhat homogeneous and condensed. The elastic tissue 
fbers for the greater part were absent. The vessels in the subepidermal zone 
were dilated and contained a few cells in the lumens. The vascular walls were 
somewhat edematous, and there were no elastic tissue fibers present. The epi- 
dermis was apparently not involved. The process fits in with the essential atrophies 
and was in the retrogressive stage. There was no evidence suggestive of the 
lichen planus group. 

The blood count was within normal limits. The sugar content of the blood 
was 299 mg., the cholesterol content 220 mg. and the cholesterol esters 104 mg. 
per hundred cubic centimeters. The urinalysis showed 4.1 per cent sugar. The 
serologic test of the blood was negative. 


DISCUSSION 


Dr. Henry SiLver: The case furnishes an excellent example of the difficulty 
of correctly labeling this type of disease. The eruption has many of the features 
described under the name dermatitis lichenoides chronica atrophicans (Csillag). 
One must admit, however, that there are clinical characteristics of the other 
members of this group. 

Dr. Davip Btoom: I agree with the diagnosis as presented. 


Dr. WILBERT SACHS: I agree with the presenter’s diagnosis, but I failed to 
see microscopic evidence of sclerosis. On the other hand, I did see features of 
atrophy. 

Dr. SAMUEL FELDMAN: For a diagnosis of lichen sclerosus of Hallopeau 
there are several requirements, such as horny plugs and dilated follicles, which 
are absent in this case. My diagnosis is typical Csillag’s disease. 


Dr. Maurice UMANSKy: Various diagnoses, such as dermatitis lichenoides 
chronica atrophicans, lichen albus, lichen atrophicus and cardboard scleroderma, 
have been mentioned. These conditions either are identical or closely resemble 
each other clinically and are related. Miescher and others have used the old name 
lichen sclerosus et atrophicus as a common name for them. This designation 
indicates their papular character and their histologic structure, which consists of 
a sclerosis of the collagenous tissue with destruction of the elastic fibers. There 
is a certain clinical resemblance of my patient’s eruption to lichen planus, but the 
elementary initial papule of lichen planus is missing. The presence of hyperkera- 
totic follicular plugs is not essential for this diagnosis. 
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Epidermolysis Bullosa. Presented by Dr. Jonn F. Mavpen, St. Paul. 


A. J. Y., a girl aged 2 years, has had an eruption since birth. Lesions have 
been present in the mouth. The eruption is cyclic and extremely itchy. The 
lesions are not more prominent at sites of trauma, although the finger nails are 
all involved. The baby was born with two front teeth and is subnormal. 

Both parents have syphilis, but the mother received no treatment during her 
pregnancy. It was thought that the patient’s eruption was syphilitic, and she 
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was given sulfarsphenamine and bismuth subsalicylate in oil intramuscularly. 
with no change in the eruption. The baby has never had a positive Wassermann 
reaction. Examination of the spinal fluid gave negative results. 

The eruption is generalized and shows discrete and grouped tense clear or 
hemorrhagic bullae. 

DISCUSSION 

Dr. Lours A. BrunstING, Rochester: In some cases of epidermolysis bullosa 
there is associated porphyria. In the case of W. J. Turner and M. E. Obermayer 
(Arc. Dermat. & SypuH. 37: 549 [April] 1938) there was uroporphyria, but 
no evidence could be detected of hypersensitivity to light. 

Dr. H. E. Micuetson, Minneapolis: I am willing to make a diagnosis of 
epidermolysis bullosa. The bullae, especially those that have blood in them, are 
classic, and the type of scar with the small keloid cysts is also diagnostic. I am 
not surprised that there is some itching, because the eruption is extensive. 


Gangrenous Herpes Zoster Associated with Hodgkin’s Disease. Presented 
by Dr. JoHn F. Mappen, St. Paul. 


A. K., a white married woman aged 40, received roentgen therapy to the 
axillary and cervical lymph glands for Hodgkin’s disease at the University Hos- 
pitals about four weeks ago. Destructive gangrenous herpes zoster involving the 
right side of the head appeared one week ago. The slough seems to extend to 
the outer table of the skull in some portions. Comparatively little pain is asso- 
ciated with the eruption. A deep crateriform ulcer involves the right side of 
the scalp and neck. The central portion of the ulcer is covered with an adherent 
gangrenous slough, while the border shows healthy granulation tissue. Several 
irregular olive-sized ulcers extend anteriorly on the forehead and neck; their 
bases show clean granulation tissue. The borders are polycyclic. 


DISCUSSION 


Dr. S. W. Becker, Chicago: I had an interesting patient some time ago 
who had leukemia, and herpes zoster of the right inguinal region had developed. 
It was the most intense eruption I have ever seen, with bullae as large as a fist. 
During the course of the herpes a generalized eruption developed which one 
would have called chickenpox if herpes zoster had not been present. Dr. George 
Dick, who has charge of the contagious disease ward, said that the patient did 
not have chickenpox, but the lesions were varicelliform, and certainly it was 
difficult to make any other diagnosis. The picture was the rare so-called gen- 
eralized herpes zoster, a varicelliform eruption associated with localized herpes 
zoster. The patient had never had chickenpox, and it is a question whether the 
herpes zoster was due to leukemic infiltration of the ganglions or whether he 
acquired the virus of chickenpox, which produced first of all herpes zoster and 
later a varicelliform eruption. 

Dr. F. W. Lyncu, St. Paul: After reviewing the literature with reference 
to herpes zoster in patients with leukemia, I am not sure that the segmental type 
of zoster is more common than might be expected in any similar group subject 
to arsenical medication and to radiation therapy. There is little doubt that the 
generalized eruptions are more commonly seen with this disease than with most 
others. There is a striking tendency toward hemorrhagic, gangrenous or necrotic 
eruptions. It is possible that these tendencies toward generalized and severe 
eruptions are due to the general debilitation of patients with lymphoblastomatous 
diseases. In this patient the eruption is much more severe than one usually 
observes with simple herpes zoster. 


A Case for Diagnosis (Lichen Planus?). Presented by Dr. Joun F. Mappey, 
St. Paul. 


M. G., a white married woman aged 38, was presented before this society in 
December 1937 and in February 1938 (Arcu. Dermat. & Sypu. 37: 725 [April] 
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38: 479 [Sept.] 1938). At that time lichen planus, seborrheic eczema, lupus 
matosus, psoriasis and lichen ruber moniliformis were considered as diag- 
possibilities. Microscopic sections from the various types of lesions and 
photographs were shown. 
.e eruption showed no change until August 1938. Previous to this it had 
treated with intramuscular bismuth subsalicylate in oil, roentgen rays, arsenic 
nouth and intramuscular mercuric succinimide, with no improvement. On 
ic. 11, 1938, 10 mg. of sodium gold thiosulfate was given intravenously, and 
medication was continued at weekly intervals with an increase in dose to 30 
mg. at present. The eruption began to disappear after the first injection, and 
ily the lesions on the arms remain. The patient shows communicating violaceous 
running up and down the flexor surfaces of the arms and forearms. These 
lines are made up of confluent and discrete pinhead-sized flat-topped violaceous 
angular papules. There are occasional pinhead-sized punctate keratoses on the 
] 


soles. 


( 
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DISCUSSION 

Dr. S. W. Becker, Chicago: I do not believe that the condition is lichen 
planus, but rather a lichenoid eruption which eventually leads to atrophy. With 
Dore at St. Thomas Hospital in London, England, I saw such a condition, for 
which no other diagnosis was possible. 

Dr. Cart LayMon, Minneapolis: There is one other diagnostic possibility 
which has not been mentioned in this case: lichenoid parapsoriasis. The reticu- 
lation composed of flat-topped scaling papules could fit in with such a diagnosis. 
Parapsoriasis may end in atrophy as seen here. 


Dermatitis Papillaris Capillitii. Presented by Dr. Jonn F. Mappen, St. Paul. 


H. H., a white man aged 45, states that an eruption began within the hair 
line on the back of the neck in 1930. It progressed steadily until the entire back 
of the neck was involved. The Wassermann reaction of the blood was negative. 

The neck shows extensive keloidal scarring, matted hair, grouped and solitary 
erythematous papules, pus exuding from the hair follicles and abscesses. 


DISCUSSION 

Dr. Lours A. BrunstinG, Rochester: There are scars of sycosis vulgaris 
over the beard and comedos over the temples, which become more prominent 
back of the ears. These manifestations are seen not infrequently with perifolliculitis 
capitis abscedens et suffodiens, and there are sometimes associated lesions in the 
axillas, perineum and other areas where there are apocrine glands. Diseases of 
the pilosebaceous apparatus, such as acne indurata, keloid acne and that in this 
case are associated with pyoderma of the regions of the apocrine glands too often 
to be accounted for by chance, and this suggests a particular susceptibility of 
the subject as to soil rather than as to the particular micro-organism which 
accounts for the involvement and the chronicity of the processes. 

Dr. S. W. Becker, Chicago: I do not believe that apocrine glands are present 
in the nuchal region. Hidradenitis is a furuncle-like infection of infants, and 
hidradenitis axillaris is a similar eruption seen in adults, after apocrine glands 
have formed. These glands are located in the axillas, the areolas and the ano- 
genital region. The nuchal region presents an interesting situation, in that it is 
a common region for hemangioma simplex; is the bodily site most extensively 
involved by the condition presented by this patient, which is a disease of the 
pilosebaceous apparatus rather than of the sweat glands; is a common site for 
lichenified neurodermites, and has the most resistant patches of alopecia areata. 
The skin of this region differs ii: some way from that of the hairy scalp, perhaps 
in ferment content or hydrogen ion concentration. 


Fixed Drug Eruption (Neoarsphenamine). Latent Syphilis. Presented 
by Dr. Joun F. Mappen, St. Paul. 
G. M., a Mexican laborer aged 26, was found to have a positive Wassermann 
reaction of the blood with no other signs of syphilis in 1937. He was given 
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thirty-two injections of neoarsphenamine and thirty injections of bismuth syb- 
salicylate in oil prior to May 1938. On the day following the thirty-first injec. 
tion of neoarsphenamine about eight elevated round itchy plaques varying in size 
from that of a nickel to that of an orange developed on the cutaneous surface. 
The patient did not report the eruption because it subsided during the week byt 
was aggravated after the thirty-second injection of neoarsphenamine. There js 
deep brown pigmentation at the sites of the plaques. An acute eruption in these 
same areas occurs with each injection of neoarsphenamine. The patient was given 
phenolphthalein by mouth for one week, with no effect on the lesions. He chews 
gum constantly, but he has never chewed tobacco and is not familiar with “feen-a- 
mint” gum. Microscopic sections are shown. 

The eruption consists of about a dozen sharply demarcated deep brown plaques 
varying in size from that of a silver quarter to that of a hen’s egg, scattered 
over the cutaneous surface. Slight induration can be felt when the lesions are 
palpated. 


A Case for Diagnosis (Fixed Drug Eruption?). Presented by Dr. Jouy 
F, Mappen, St. Paul. 


D. A., a white man aged 52, states that an eruption appeared in 1933, occupy- 
ing the sites of lesions now present. He has had four attacks, each in the fall, 
during the past five years. The lesions always occur in the same locations. The 
patient first notices burning and itching, followed in a few hours by erythematous 
elevated dry nonscaling silver dollar—sized plaques. The lesions subside in about 
six weeks without any treatment. Pigmentation has constantly remained at the 
sites of the lesions. During the present attack, of six weeks, the eruption has 
been aggravated on each Friday. He knows of no change in his occupation or 
food which could account for this aggravation. He states that he has taken no 
medicaments. Phenolphthalein by mouth produced no change in the eruption. 
Examination of the blood and urinalysis showed no abnormality. The Wasser- 
mann reaction of the blood was negative. Microscopic sections are shown. 

The eruption consists of ten scattered erythematous slightly indurated dry 
scaly sharply demarcated plaques varying in size from that of a quarter to that 
of a dollar on the forearms, trunk and thighs. 


DISCUSSION 


Dr. F. W. Lyncu, St. Paul: It would be interesting to test this patient for 
sensitivity to neoarsphenamine and phenolphthalein separately, in the light of 
observations by Louis Chargin, who presented a case of double sensitivity and 
commented on observations in 50 cases of neoarsphenamine sensitivity, in only 
2 of which such double sensitivity was present (ArcH. Dermat. & Sypu. 38: 
474 [Sept.] 1938). 

Dr. Paut A. O’Leary, Rochester: I do not believe it is always possible to 
determine the cause of a drug eruption from its clinical appearance. Several 
different drugs will produce cutaneous pictures with the same morphologic char- 
acteristics. The suspicion that a drug caused an eruption must be verified by 
clinical testing. The patient under discussion has had several drugs, any one of 
which might have produced the eruption he presents, and further testing with 
each of these drugs will be ne %ssary to settle the discussion. 


Pseudopelade. Presented by Dr. Jonn F. Manpen, St. Paul. 


J. K., a white married woman aged 56, states that progressive loss of hair on 
the vertex of her scalp was first noticed about 1928 and continued for several 
years. The condition has been stationary for the past three years. A biopsy was 
not permitted. The Wassermann reaction of the blood was negative. 

There is an irregular bald area covering most of the vertex of the scalp. There 
is no scale or eruption at any time. The scalp seems atrophic, and there are no 
visible follicular orifices in the involved portion. 





SOCIETY TRANSACTIONS 


DISCUSSION 


r. S. W. Becker, Chicago: I found a few serous crusts on this woman’s 

, and some lesions which may have been the atrophic noncontractile scars 
of acne necrotica. While the eruption resembles pseudopelade, I am wondering 

ther it may not be a superficial type of acne necrotica. 

Pseudopelade is a rather mysterious condition which gets its name from 
resembling pelade, the French name for alopecia areata. One usually sees the 
condition in the terminal stage. The lesions usually involve a large portion of 
the scalp, leaving islands of normal hair scattered all over the scalp. The usual 
history is that some years past the patient has experienced an eruption which was 
not troublesome and was characterized chiefly by erythema and followed by 
atrophic scars, such as this patient shows. The condition is uncommon in this 
country. I have observed only 2 cases, 1 that of an Italian who had had his 
erythematous eruption as a boy, and the other that of a woman who had had her 
eruption while residing in the New England states. 


Lichen Planus of the Eyelids. Presented by Dr. Jonn F. Mappen, St. Paul. 


B. G., a white married woman aged 25, states that an eruption appeared in 
1935 and has remained about the same for the past year. There is no eruption 
on any other part of the body. The patient has used cosmetics freely, with no 
apparent effect on the eruption. There is slight itching. The Wassermann reac- 
tion of the blood was negative. Biopsy was not permitted. 

The lesions involve the upper eyelids and consist of confluent and discrete 
flat-topped violaceous angular papules. 


DISCUSSION 


Dr. H. E. MicHerson, Minneapolis: Dr. Laymon and I have reported several 
cases of this disease (ArcH. Dermat. & Sypu. 37:27 [Jan.] 1938), and since 
making the report we have been looking for lichen planus of the eyelids. It is 


a bit presumptive to make such a diagnosis when there are no other lesions on 
the body and no biopsy has been done. However, we believe that we have 
observed enough of the cases to be willing to make a diagnosis of lichen planus 
confined to the eyelids when the lesions present a retiform arrangement with a 
sepia brown color and the mesh is made up of papules. 

Dr. L. H. Winer, Minneapolis: I favor the diagnosis of lichen planus and 
not parapsoriasis, because in the early lesions the epidermis shows definite coning 
of the pegs and an infiltrate with a sharp lower border. In parapsoriasis, in either 
the early or the late stage, there is a generative process of the epidermis charac- 
terized by vacuolation of the basal cells and a wiping out of the dermal-epidermal 
junction. 


Generalized Telangiectasia at the Site of Healed Tertiary Syphilis. Pre- 
sented by Dr. JoHN F. Mappen, St. Paul. 


J. L., a white man aged 62, states that he had a penile chancre in 1924. He 
had no treatment for syphilis until he was seen at the Ancker Hospital in Sep- 
tember 1937. Then he had a discrete and confluent generalized tertiary syphilitic 
eruption consisting of nodules varying in size from that of a pea to that of a 
marble. The lesions were prominent on the arms. Syphilitic treatment was 
started, and the papules and nodules promptly disappeared. He has had eighteen 
injections of neoarsphenamine and twenty-nine injections of bismuth subsalicy- 
late in oil, with no noticeable reaction. Telangiectatic points began to appear 
at the sites of syphilitic papules and nodules during January 1938. These telan- 
giectatic lesions increased until the site of each papule and nodule is now covered 
with a telangiectatic meshwork. Syphilitic treatment seems to have no effect on 
the telangiectasia. The Wassermann reaction of the blood was 4 plus. Examina- 
tion of the spinal fluid gave negative results. Microscopic sections were shown. 
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DISCUSSION 

Dr. S. W. Becker, Chicago: This picture is interesting and brings to mind 
some unusual telangiectases I have observed recently. I studied the problem of 
telangiectasia in 1925, and little or no attention has been paid to this type of 
lesion during pregnancy. Since that time the condition has been reported in the 
French literature, and I have had several cases, in which erythema of the palms 
was also present. Dr. Joseph DeLee stated that he had never seen the condition 
in pregnancy. I wonder why I have observed so many cases recently. The 
patients had taken no medicament which might have been a factor. One patient 
had had lesions during her first pregnancy and none during the second, but they 
reappeared during the third pregnancy. The condition seems to be common, but 
it has been reported only rarely. 

The lesions in the case presented are macular telangiectatic plaques at the site 
of former syphilitic lesions. The only comparable postsyphilitic condition with 
which I am familiar is the livedo racemosa of Ehrmann, in which syphilitic lesions 
appear along the network of cutis marmorata, which this patient does not present, 
As the result of syphilitic obliterative changes in the vessels, the cutis marmorata 
becomes permanent and is designated livedo racemosa or livedo reticulata, depend- 
ing on the configuration of the lesions. 

Dr. Paut A. O’Leary, Rochester: May I digress for a moment to call atten- 
tion again to the fact that the appearance of a pulsating spider nevus should not 
be considered as merely a blemish on the skin because, as Williams has recently 
shown, the appearance of pulsating nevi of this type is usually associated with 
serious damage to the liver. 


Multiple Superficial Epitheliomatosis. Presented by Dr. Jonn F. Mapnen, 
St. Paul. 
G. E., a white man aged 65, states that his eruption appeared twenty years 
ago. The lesions have since been growing slowly in size and number. 


There are numerous seborrheic keratoses on the trunk and about thirty super- 
ficial irregular patches varying in size from that of a dime to that of a lemon 
and showing central scarring and peripheral stringlike translucent borders. Some 
of the smaller lesions are crusted and scaly. (Microscopic sections were shown.) 


DISCUSSION 


Dr. Cart LAyMon, Minneapolis: There is an interesting point in the history: 
In 1890 the patient took “arsenic” drops. Examination shows a few small kera- 
toses on the palms and soles. The epitheliomas may be related to the ingestion 
of arsenic. 


Lichen Urticatus. Presented by Dr. Joun F. Mappen, St. Paul. 

J. M., a white girl aged 2 years, has had an eruption since the first month of 
life. It is almost entirely confined to the extremities, although occasional lesions 
appear on the trunk. The lesions are intensely itchy, and the baby has scratched 
the tops off most of them. They are painless papules or wheals varying in size 
from that of a glass pinhead to that of a small pea. 


DISCUSSION 


Dr. Paut A. O’Leary, Rochester: If this child had been seen in the days 
before the words allergy and neurodermatitis became so popular, the condition 
would have been called prurigo ferox of Hebra. To me it is a papular type of 
neurodermatitis. Children with this disease are usually undernourished, as is well 
demonstrated by the patient presented, and I have never found them sensitive to 
any particular food on cutaneous tests. On the other hand, they are finicky eaters 
and as a rule outgrow the dermatitis as they are taught to have, or circumstances 
permit them to have, a more wholesome diet. 

Dr. H. E. Micnetson, Minneapolis: I think this child has follicular hyper- 
keratosis, and I do not believe there are any signs of lichen scrofulosorum. 





